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ABSTRACT 
Probationers in the Intensive Drug ALuser Program and 
the Intensive Probation Supervision in Illinois were 
interviewed when they came in for office visits to their 
probation officers. This was done for the intention of 
finding predictor variables for their level of abstinence 
from drug using. Urinalyses tests, supplied by the 
probation departments, were used as outcome measures. Only 
those diagnosed as drug dependent or having undergone drug 
treatment were included, leaving as participants 144 
probationers out of 219. Predictor variables were age, 
employment, education, time in treatment, social support, 
self-efficacy for remaining abstinent under social pressure 
to use drugs, and when experiencing negative affect. Of 
those, only self-efficacy under both tested circumstances, 
social support, and age, predicted abstinence. Self-
efficacy was the strongest predictor. A limited measure of 
social support showed some relationship with abstinence, 
and the age-group of 25-34 was more likely to remain 
abstinent than the age-group of 35-44. 
ix 
CHAPTER 1 
INTRODUCTION 
Psycho-active substances have been associated with human 
activities for a long time. They have been used for various 
purposes, for example religious practices, pharmaceutical 
purposes such as anesthetizing and pain relief, and general 
psychological mood-altering purposes, or "getting high." 
Throughout history, there have always been individuals who 
abused these drugs, and the community consequently has had 
to deal with those individuals. The present study examined 
the means that the probation/court system in Illinois is 
using to deal with this problem among a sample of convicted 
offenders, and investigated the effectiveness of these 
attempts. The purpose of the study was to identify variables 
effectively predicting abstinence from substance abuse among 
those drug abusing offenders. This was done in the context 
of a program evaluation study of Illinois Intensive 
Probation Supervision (IPS) and the Intensive Drug Abuser 
Probation (IDAP) programs. 
First, the link between drugs and crime is explored. 
Second, the IPS and the IDAP programs are described. 
Third, an evaluation of the IPS and the IDAP in Illinois is 
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described. Finally, possible predictors of successfully 
achieved abstinence from drug use among the drug abusing 
offenders in these programs are discussed. The predictors 
explored here are age, employment, education, time in 
treatment, social support, therapeutic involvement with 
probation officer, and self-efficacy for withstanding 
negative affect and social pressure to use drugs. 
Drugs and Crime: Are They Associated? 
2 
Increased crime has been associated with increased drug 
use in the United States during the last decades (Chaiken & 
Chaiken, 1990; Goldstein, Brownstein & Ryan, 1992; 
Greenwood, 1992; Harrison & Gfroerer, 1992; Hser, Longshore, 
& Anglin, 1994; Hunt, 1990; Jacoby & Gramckow, 1994; 
Johnson, Williams, Dei, & Sanabria, 1990; Kleiman & Smith, 
1990; NASADAD, 1990; Sviridoff & Hillsman, 1994; Uchida & 
Forst, 1994; Worden, Bynum, & Frank, 1994). The 
"underworld" of drugs seems to have a distinct life of its 
own within the community (Hobbs, 1997). A recent survey of 
American inmates found that 78% of them have a history of 
drug use and over half were under the influence of drugs, 
including alcohol, at the time of their most recent offense 
(Peters, 1993). Substance abuse among jail inmates was found 
to be twice as prevalent as in the general population in the 
United States. Even so, few inmates report having tried to 
participate in substance abuse programs (Peters, 1993). 
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The link between drugs and crime is further shown in a 
study to the Congress about the influence of alcohol on 
crime (NASADAD, 1990}. Alcohol presents the biggest drug 
problem in America, by far. In 1983, it was found that 
persons under the influence of alcohol, were responsible 
for: (a} 49 percent of murders and attempted murders; (b} 68 
percent of manslaughters; (c) 52 percent of rapes and sexual 
assaults; (d) 48 percent of robberies; (e) 62 percent of 
assaults; and (f) 49 percent of all other violent crimes. 
Crime and drug use thus seem to be strongly associated. 
Johnson, Williams, Dei, and Sanabria (1990) have cited 
several such links between drugs and crime. Among those 
links is the initiation of criminality at an early age, 
which seems to predispose youngsters toward drug use as 
well. Second, even among persons not predisposed to 
criminality and those from a stable working environment, a 
small proportion gets hooked on drugs, commits felony 
crimes, and thus gets recruited into the criminal 
underclass. Third, drugs such as heroin and cocaine cause 
addicts to experience serious withdrawal symptoms including 
dysphoria, which may create increased pressure to commit 
crimes to fund continued use. Fourth, because these drugs 
are illegal, they are so expensive that in order to obtain 
them, many users have to resort to crimes to pay for them. 
Fifth, crime rates of users seem to increase as a function 
of their level of use. Sixth, the most serious crimes are 
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committed during periods of heavy use. Seventh, because the 
dealers cannot depend on the protection of law enforcement, 
and so have to find their own means to sort out any disputes 
among themselves, these means often include violence. 
Eighth, there are many economic incentives involved in the 
drug dealing economy. To summarize, the connection that has 
been found between drug use and crime has many explanations, 
including familial, societal, pharmacological, and economic. 
Drug Treatments and Crime 
Because drug use and crime are associated, it is logical 
to assume that drug treatments are an effective way of 
alleviating drug-related crime. However, this is not always 
as straightforward as it might seem. Criminals have been 
found to be quite difficult to rehabilitate, and many of 
them relapse into drug use and a criminal lifestyle again 
(Johnson et al., 1990). Drug use is in some cases not the 
cause of criminal activity. Although crimes and drug abuse 
are associated, Chaiken and Chaiken (1990) found that in 
some cases drug use follows the criminal activity. Even so, 
drug use increases offenders' criminal activity about two or 
three times, compared to periods of abstinence. In general, 
drug use and crime seem to go together in a general deviance 
syndrome (Harrison & Gfoerer, 1992; Peters, 1993). Those 
likely to engage in one form of deviant behavior (crime) are 
also likely to engage in another form of deviant behavior 
(drug use). 
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Thus, drug use seems to be strongly linked to criminal 
behavior. Furthermore, when drug abusing criminals manage to 
stay abstinent, their recidivism is reduced to such an 
extent (Wexler & Lipton, 1993) that it seems at least well 
worth trying to rehabilitate them. In fact, Wexler and 
Lipton (1993) conclude that "a relatively few severe 
substance abusers are responsible for an extraordinary 
proportion of crime" (p. 212). If these substance abusers 
could manage to stay abstinent, crime rates could be 
expected to go down. In fact, in a review of 15 years of 
research findings on alcohol and other drug abuse treatment 
outcomes (NASADAD, 1990), treatments do seem to work in this 
respect. In a benefit-cost analysis study by Victor 
Tabbush, cited in this overview, it was found that all 
treatment programs came out as highly cost-effective. The 
dimensions examined were: (1) reduced cost related to 
arrest and prosecution for criminal activity, (2) reduced 
property theft, (3) reduced cost due to improved work or 
school performance, and (4) reduced medical treatment costs. 
The costs of detoxifying users of heroin and other opiates 
was, for example, only 10% of the cost involved in not 
treating them, and the cost of residential drug-free 
treatment was only 4% of the cost of no treatment. 
Outpatient maintenance programs cost 7% of the cost of no 
treatment, and outpatient drug-free treatment cost 4% of the 
cost of no treatment. The benefit-cost ratio of drug 
treatment programs taken all together was 11.54, meaning 
that "for every dollar of funds spent for a drug treatment 
service, $11.54 is saved" (NASADAD, 1990, p. 24). 
Similarly, in the same overview, in another study of 
10,000 individuals admitted to 37 programs in 10 cities 
across the USA during the years 1979, 1980, and 1981, the 
Treatment Outcome Prospective Study (TOPS) followed 
participants up for five years in three treatment 
modalities, methadone maintenance, residential therapeutic, 
and outpatient drug free treatment. The authors concluded 
that "there is no question that treatment works, but much 
more needs to be known about how and why treatment works" 
(p. 14). 
6 
Consequently, the authors compared the three major 
modalities of treatment, and did not find any significant 
differences in outcomes among them. But they found that any 
of these treatments could be very effective in reducing drug 
abuse up to five years after a single treatment episode. 
The authors of the TOPS study (NASADAD, 1990) noted that 
the: 
...... benefits of reduced drug abuse and increased 
productivity justify the tax dollars expended on 
outpatient methadone, residential, and outpatient 
drug-free programs. Indeed, the costs of drug abuse 
treatment are substantially recovered during the time 
a client is in treatment, and the savings to society 
after a client has left treatment represent further 
returns on the investment. 
Although abstinence is difficult to achieve 
because of the variety of problems suffered by 
clients, their long histories of deviant and 
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debilitating lifestyles, and a lack of support in the 
community, publicly funded drug abuse treatment is 
essential to our national effort to reduce the demand 
for drugs and the related social and economic costs 
(p.14). 
According to the TOPS study, there were major cost 
savings involved in the drug treatments, in the following 
areas: (1) overall costs of drug abuse to law-abiding 
citizens decreased in the year after treatment by about 20 
percent per client, (2) costs to society declined by about 8 
percent, (3) costs to victims of drug related crime declined 
by 30 percent, (4) criminal justice costs declined by about 
24 percent, (5) the cost of theft declined by about 11 
percent. 
It would seem that public investment in such programs 
would pay off, even in the short run, and even more so in 
the long run. Dole (as cited in NASADAD, 1990) suggests 
that arrested addicts should be treated and enforcement 
should target non-addicted dealers, instead of filling the 
jails with addicts in futile attempts to relieve society of 
the "drug menace." Gotthiel (as cited in NASADAD, 1990) 
notes that: 
...... the policy of spending about 1. 5 percent of the 
total economic cost of alcoholism (then $120 billion 
annually) for its treatment and 98.5 percent for its 
consequences appears to be unreasonable and wasteful, 
unless it is assumed that treatment is totally 
ineffective in reducing the consequences of alcoholism 
(p.25). 
And, according to the 15 years of review of treatment 
effects (NASADAD, 1990), treatment not only works, but is 
also highly cost-effective. 
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Treatments within the court system are by definition 
coerced. Inmates do not really have a choice of whether or 
not they attend. They often regard treatment as a better 
option than incarceration. Another case of coercing them 
into treatment is when they are sentenced to drug treatment 
without being given any options. Emphasis is often placed 
on motivation for treatment on behalf of the substance 
abuser. It might therefore be assumed that coerced 
treatments were not as successful as noncoerced treatments. 
However, this is not true, as surprising as it is. Coerced 
treatments are often as successful as noncoerced treatments, 
and sometimes even better (Dembo, Williams, & Schmeidler, 
1993; Peters, 1993; Wexler & Lipton, 1993). Inmates tend to 
stay longer in these treatments, and retention in treatment 
is among the best predictors of reduced recidivism after 
treatment (Anglin & Hser, 1990; Wilson, 1990). 
If treatment for criminal substance abusers is to be 
effective, several key issues have to be addressed. 
According to Wexler and Lipton (1993), these include: 
1. An isolated treatment unit. This makes it possible 
to set up therapeutic communities where the environment is 
structured and personality restructuring is the goal (Anglin 
& Hser, 1990; Pan, Scarpitti, Inciardi, & Lockwood, 1993). 
Isolation from the general prison population is also 
beneficial because first, the prison subculture is often not 
conducive to abstinence from drugs; second, thinking 
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patterns, systems and norms are often connected to drug use; 
and third, violence is possible within the prison, 
distracting the offenders from their abstinence goals. In 
addition, the availability of drugs is a problem within 
prisons (Pan et al., 1993). A combination of prevention, 
education, and treatment approaches is generally believed to 
be the most effective means of reducing drug use (Anglin & 
Hser, 1990). For those who already are drug users, 
treatment is the approach of choice. Hence, it makes sense 
that the drug users on probation in the Illinois counties 
where IDAP is operated would be expected to go through drug 
treatment at least. 
2. Motivated participants. In a therapeutic community, 
the main process is pressure to change thinking patterns and 
behavior. Peer pressure is the cornerstone of group 
processes (Pan et al., 1993). Thus, the primary therapist 
is the community itself, and if it is to be effective, some 
motivation for change on behalf of the individuals is 
necessary. 
3. A committed and competent staff. The staff is a part 
of this community, and their role is to be models for the 
change that is to take place. They also have to maintain 
strict adherence to the rules and regulations of treatment. 
Rewards are given to reinforce the value of earned 
achievements. The treatment setting should be desirable for 
the offenders, compared to the prison setting in general, 
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even if it exerts heavy pressure for behavioral and thinking 
change (Anglin & Hser, 1990; Pan et al., 1993). This is an 
added challenge for the staff. 
4. Adequate treatment duration. Length of time in 
treatment seems to be related to positive outcomes (Anglin & 
Hser, 1990; Dembo, Williams & Schmeidler, 1993; Johnson et 
al., 1990; Pan et al., 1993). Traditional therapeutic 
communities require at least fifteen months in residence 
(Anglin & Hser, 1990). 
5. An array of treatment options. Although therapeutic 
communities have been found to have considerable success in 
reducing recidivism (Anglin & Hser, 1990; Pan et al., 1993; 
Peters, 1993), other options need to be taken into 
consideration. Jail inmates have diverse needs, no less 
diverse than any other group of substance abusers. They may 
have some areas of skills deficits inhibiting successful 
recovery, for example in life skills, educational or 
vocational skills, or mental health. These areas need to be 
addressed for each individual. 
6. Cooperative and supportive relationships with 
correctional staff and administration. Other approaches 
that have been shown to work involve encouraging a concerted 
effort on behalf of everybody who is connected with the 
person in treatment, in order to change behavior patterns 
(Glasser, 1975). Staff will also have to be role models for 
the inmates, and provide them with needed support when the 
new behaviors are fragile and self-esteem is low. 
7. Continuity of care that extends into the community. 
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It is often difficult for the offenders to get back into the 
community, and some structure may be helpful to make the 
transition. Martin and Inciardi (1993) suggest case 
management to ease that process and help the inmate to 
access an existing network of available resources. For the 
substance abusers, self-help groups such as Alcoholics 
Anonymous or Narcotics Anonymous have also been shown to be 
helpful when the inmates are returning to the community. 
To the degree that these seven factors can be assumed to 
be in place within the intensive probation programs in 
Illinois, these programs could have the prerequisites to 
succeed in decreasing recidivism and increasing abstinence 
from drug use among the participating probationers. 
There are various such programs in the state, operating 
individually within each county. Drug abusing probationers 
on those programs are usually sent to community-based drug 
treatments as a part of their program. Outside treatment 
providers are contracted for the most part. Hence, even 
though the participants are offenders, their treatment units 
are community based, and as such outside the prison context. 
Participants are generally screened for motivational level. 
The level of staff commitment and competence is not known, 
and it most certainly varies across so many programs. The 
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probationers can be pressured to remain in treatment due to 
their circumstances. The number of treatment options 
available might differ among the programs. The 
relationships with the correctional staff and the 
administration may differ as well. Many of these programs 
have case planning systems in place. In short, these 
programs could well be doing what they are meant to be 
doing. 
The IPS and the IDAP Programs 
As anyone who watches American TV and reads American 
newspapers can attest, the most popular political attitude 
toward criminality seems to be that of being "tough on 
crime." Politicians accuse each other of being "soft on 
crime" as if that was in and of itself a major offense. 
This attitude is reflected in the legislature on drugs and 
crime. No psycho-active drugs except alcohol can be 
purchased legally, and most of the distribution and 
consumption of those drugs is considered illegal and 
punishable by law. In the last decade, increased law 
enforcement attention has been given to the import, 
distribution, and consumption of such drugs as heroin, 
marijuana, and lately cocaine, "crack," and amphetamine-
based substances, or "speed." For example, the number of 
estimated drug arrests made by state and local police 
increased from 471,000 in 1980 to more than 1 million in 
1988. In addition, the percentage of drug prosecutions in 
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the largest cities in the United States rose considerably 
from 1982 to 1987 (Jacoby & Gramckow, 1994). Attention to 
drug problems is also reflected by the establishment of 
specialized drug courts to expedite processing of drug cases 
(Inciardi, McBride, & Weinman, 1993). 
In concert with public opinion about crime, the typical 
response of the police has been increased arrests of drug 
users and dealers. This has resulted in prison overcrowding 
to the point where judges began sentencing more offenders to 
probation, allowing their supervision in the community under 
conditions limiting their freedom and requiring them to 
fulfill certain obligations or responsibilities (Lurigio, 
1994). However, the challenge under these circumstances is 
to control these offenders in the community as well as 
facilitating their growth to crime-free lives, which is 
especially prominent when dealing with drug users (Turner, 
Petersilia, & Deschenes, 1992, 1994). 
The most recent response to that challenge is the 
initiation of IPS. The offenders considered for that 
program are regarded as too serious for regular probation 
but not so serious that they can only be controlled in 
prison. The main reason for the IPS program is believed to 
be the cost-benefit of this sentencing alternative (Clear & 
Hardyman, 1990; Lurigio, 1994), as it is obviously less 
expensive than sending these individuals to prison. 
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The first attempts to set up IPS programs were made in 
the mid-1960s and early 1970s, built on the assumptions that 
caseload size determined the intensity of supervision, ~nd 
more intensive supervision would result in more successful 
case outcomes. Neither of these assumptions held up in 
research (Lurigio, 1994), and the newer IPS programs now 
stress surveillance and compliance with probation rules. 
This is understandable in light of the fact that the 
offenders sentenced to them would probably have been sent to 
prison if there had been space for them there. Since the 
judicial system finds itself with a caseload of prison-
eligible offenders in the community, the main emphasis is on 
their surveillance. IPS programs were being operated in 
forty states in the beginning of 1990, but with considerable 
variance in implementation (Lurigio, 1994). Some of them, 
as in Georgia, have tough forms of probation to which 
offenders can be sentenced either directly or as a 
suspension of a prison sentence. Others, as in New Jersey, 
use the program as an early release mechanism to relieve 
prison overcrowding, with restrictive admission criteria. 
Still others, as Massachusetts, use IPS as a caseload 
management tool for offenders already sentenced to 
probation. 
Although the IPS programs are diverse, they all stress 
more than routine supervision of offenders. Supervision is 
extensive (there are multiple contacts, frequent arrest 
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checks), focused (specific behavioral regulations are made), 
ubiquitous (randomized drug tests and unannounced home 
visits occur), graduated (offenders proceed through in 
progressive phases), strictly enforced (non-compliance is 
swiftly and severely penalized), and coordinated (IPS 
officers are specially selected and trained) (Lurigio, 
1994) . 
Turner, Petersilia, and Deschenes (1992, 1994) have 
studied outcomes of IPS. They did not find differences in 
recidivism between participants in the programs and routine 
probationers, but program participants had more technical 
violations, presumably because they were more closely 
monitored. However, those participants in the IPS programs 
who also participated in drug treatment programs experienced 
a 10 to 20% reduction in recidivism. Drug treatment is not 
required in the IPS programs in general. There was little 
difference between the time the probationers spent in prison 
and the prison time they would have served without being 
placed on probation. This was because of their strict 
revocation policies. Thus, the program did not seem cost-
effective, except when it was coupled with drug treatment. 
IPS and IDAP in Illinois 
The IPS and the IDAP programs in Illinois were first 
implemented in 1984. The primary reason was the same as 
elsewhere in the United States: prison overcrowding. The 
total number of prison inmates more than tripled between 
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1978 and 1993, and in 1993, the prison population numbered 
nearly 32,000 in a system designed to hold approximately 
20,000. From 1978 to 1987, felony drug cases in Cook County 
increased 140%, compared with non-drug felony cases, which 
increased only 4% (Lurigio, 1994). 
IPS 
In 1984, IPS programs were funded as a response to the 
prison overcrowding. This was intended to be a cost-
effective alternative to prison, as the cost of a prison bed 
per year is $17,000, compared to a $3,600 cost per year of 
IPS supervision (Lurigio, 1994). In addition, those 
offenders who had jobs could keep them, and they could take 
care of their families, and contribute to the community 
through mandatory community service. At the end of 1993, 
nineteen counties in Illinois were operating IPS programs, 
with a combined caseload capacity of 1,125 offenders, and 
operating at 90% of their capacity. 
The participants are generally felony offenders 
convicted of offenses for which it is possible to put them 
on probation, who would otherwise be sentenced to prison. 
Most of them are males under the age of 31, previously 
convicted, and unemployed when their last offense was 
committed. Half of them had drug abuse histories (Lurigio, 
1994) . 
IPS officers use three staffing designs (Lurigio, 1994): 
(a) 1 IPS officer supervises 10 offenders, (b) 2 IPS 
officers supervise 25 offenders (12.5 each), and (c) 3 IPS 
officers supervise 40 offenders (13.33 each) 
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The program officers screen eligible candidates by 
reviewing their offenses, prior criminal records, pre-
sentence investigation reports, and by assessing their 
potential for future criminal behavior. Criteria for 
inclusion differ among the programs. The sentencing court 
decides placement in IPS. Special conditions of the program 
are face-to-face contacts, periodic arrest checks, curfew 
restrictions and drug testing, in addition to 130 hours of 
mandatory community service. The program has three phases, 
which are completed in twelve months. The first stage is 
the most intense, after which the requirements of the 
program are gradually decreased until the offenders are 
committed to regular supervision for the rest of their 
sentence. 
IDAP 
The IDAP program in Illinois was developed as an 
alternative supervision mechanism for drug-dependent 
probationers, in recognition of the fact that monitoring 
alone may not be enough, because of their substance abuse 
problem. Therefore, probation officers in the IDAP program 
perform drug abuse assessments, implement drug-related 
intervention techniques, and engage in extensive supervision 
and surveillance activities (Lurigio, 1994). The program is 
assumed to enhance community safety, and improve overall 
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case management strategies for drug offenders, in addition 
to identifying drug abusing offenders correctly and serving 
them appropriately. 
At the end of 1993, nine counties in Illinois had IDAP 
programs. Caseload capacity, or the number they were 
supposedly able to serve, was 1,010, but 1,305 offenders 
were participating in it, or 129% of capacity. 
Evaluations of IPS and IDAP 
Lurigio (1994) reviewed five evaluation studies of the 
IPS and IDAP programs in Illinois (Andersen, 1991; Thomson, 
1987; Lurigio, 1987a, 1987b; Lurigio & Donovan, 1993). 
Andersen (1991) found that judges, who decide placements 
in IPS, were more conservative than IPS officers in 
assessments of appropriate cases for IPS. Offenders on IPS 
were more likely to be white and female than Illinois 
Department of Corrections (IDOC) inmates, and violations 
were most likely to occur in the first phase of IPS, which 
is also the most stringent. 
Thomson (1987) found that counties implemented the 
program in various ways. However, the general impression 
was of program strength but there were no signs of adverse 
impact, in spite of the differing implementations. 
Lurigio (1987a) reported that IPS probationers were less 
likely than high-risk regular probationers to violate 
probation because of a new arrest. They also satisfied 
financial requirements better, engaged more often in 
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adjunctive treatment and education, and did not commit a 
single crime against persons during the first year of the 
program. This study found that the cost-benefit ratio was 
favorable for the program compared to prison sentences. 
In a survey of judges and attorneys in Cook County, 
Lurigio (1987b) reported very different opinions about IPS 
among participants in the criminal justice system in 
Illinois. Public defenders, private attorneys, and criminal 
lawyers held positive views, whereas state's attorneys held 
negative views. Judges rated IPS highly, but did not 
utilize the program much. The same differences among these 
participants were found in opinions of direct sentencing to 
the program, and severity of offenders admittable to it. 
Public defenders were in favor of direct sentences and a 
greater range of severity in offenses being sentenced to the 
program, whereas state's attorneys opposed direct sentencing 
and wanted only less severe cases to be sentenced to the 
program. Judges agreed with state's attorneys on case 
seriousness, but public defenders on direct sentencing. 
Most of these people agreed that IPS offenders should be 
free of drugs and non-violent, that eligibility should 
primarily rest on social/familial background, criminal 
history, and employment potential. 
Lurigio and Donovan (1993) found that 39% of judges in 
Cook County used IPS "hardly at all" and 26% used IDAP 
"hardly at all." However, those who did were mostly 
satisfied with the programs. 
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To summarize those studies, the programs showed some 
signs of strength. However, they could be underutilized in 
some places, and there does not seem to be concensus among 
the users of the programs as to how and when to use them. 
The Present Evaluation of IPS and IDAP 
The present work is part of a much larger study 
evaluating the IPS and the IDAP programs in Illinois. The 
larger study evaluated the implementation and the impact of 
the programs in the state. Judges, probation officers, 
public defenders, and state's attorneys responded to survey 
questionnaires and in-person interviews, and focus groups 
were conducted with these participants. Document analyses 
were used to describe original designs of the programs, and 
a historical description of the implementation of them in 
each county, along with current staffing information, 
decision-making process, supervisory scheme, social services 
availability, referral, and use were completed. Caseload 
information was obtained. Offenders were interviewed, and 
focus groups were conducted with them and their families to 
assess the impact of the program on them and their families. 
Finally, the impact of the programs were assessed with 
regard to their goals. For IPS, the goals are as follows: 
(1) serve as an alternative to incarceration to help 
alleviate overcrowding in the state prisons, and (2) to 
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reduce the subsequent criminal activities of IPS 
participants through structured and intensive supervision. 
For IDAP, the goal is to reduce the substance-abusing 
behavior and related criminal activities of participants 
through substance abuse treatment, social services, and 
intense supervision. Impact on the criminal justice system 
will be assessed, and a cost-effectiveness evaluation will 
be done. 
The Present Study 
The present study focused on the drug-abusing offenders 
and their likelihood of remaining abstinent from drugs while 
participating in the programs. Recent research indicates 
that participation in drug treatments in the criminal 
justice system is among the best predictors of reduced 
recidivism {Anglin & Hser, 1990; Deschenes & Greenwood, 
1994; Peters, 1993; Turner, Petersilia & Deschenes, 1994; 
Wellisch, Anglin, & Pendergast, 1993). In order to 
understand that connection better, it is necessary to find 
out which variables are predictors of achieving sobriety 
through such treatment programs. 
Predictors of Treatment Success 
In the present study, the following possible predictors 
will be examined: {1) age, {2) employment status, {3) 
education, {4) length of time in treatment, {5) support of 
partner, {6) therapeutic contact with probation officer 
during treatment, and {7) self-efficacy. 
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Age. Age seems to be associated with both frequency of 
criminal activity and drug use (Deschenes & Greenwood,· 
1994; Harrison & Gfoerer, 1992) and the likelihood of a 
positive treatment outcome (Anglin, Brecht, Woodward, & 
Bonett, 1986; Anglin & Hser, 1990; Pape & Hammer, 1996). 
Many studies cite that patients younger than twenty-five are 
likely to leave treatment earlier than older patients, thus 
jeopardizing their likelihood of remaining abstinent. Some 
of these researchers (Anglin et al., 1986) suggest that 
addicts "mature out" of the addiction in relation to length 
of their addiction careers and the increasingly aversive 
consequences of the addiction. Thus, some of the younger 
offenders just do not seem ready to quit yet. And some of 
them die before they grow old. 
Employment. According to MacCoun and Reuter (1992), 
unemployment is not associated with drug crimes. On the 
contrary, in their sample of drug dealers on probation, 64% 
of their sample was legitimately employed while earning 
extra income by selling drugs. However, in times of 
recession and general unemployment, it could be more of a 
temptation to add to one's income by illegal means if the 
probationers have not succeeded in getting a job. Anglin 
and Hser (1990) find, not surprisingly, that previous 
behaviors predict likelihood of future behaviors. If most 
drug dealers are legitimately employed while selling drugs, 
they may not have serious problems securing jobs after 
treatment. 
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Education. In the same way as drug use is part of a 
general deviance syndrome (Harrison & Gfoerer, 1992; Peters, 
1993), so is dropping out of school or behaving badly in 
school. Besides, it becomes very difficult to stay in 
school if drug use is already serious. However, those who 
do have some education are in a better position to land a 
job when they are not using drugs than those who have 
dropped out of school. And, having a job does make it 
easier to be self-sufficient, which also might be conducive 
to a sober lifestyle. Chaiken and Chaiken (1990) concluded 
that predatory criminals used drugs as a part of their 
nontraditional lifestyle. Getting a high school diploma 
would probably not be included in such a lifestyle. 
Length of Time. Time in treatment is consistently 
related to outcomes, with longer time in treatment 
predicting better outcomes (Anglin & Hser, 1990; 
Davidsdottir, 1997; Wellisch, Anglin, & Prendergast, 1993; 
Wexler & Lipton, 1993). Therapeutic communities often have 
treatment time of up to fifteen months. Simpson (1979, 
1981) has suggested that a minimum treatment length of 
ninety days seems to be a prerequisite for effective 
treatment. Beyond ninety days, treatment outcome 
improvement is directly related to time in treatment, but 
treatments lasting fewer than ninety days have limited 
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benefit. This author found that young delinquents had more 
positive outcomes from treatment if they spent more than two 
months there (Davidsdottir, 1997). However, none of them 
spent more than three months there, so it is not known if 
they would have benefited even more from longer stay. 
Social Support. Social support refers to the perceived 
comfort, caring, esteem, or help a person receives from 
other people or groups (Sarafino, 1990; Wallston, Alagna, 
DeVellis, & Develli, 1983). Social support has been 
classified into four basic types (Cohen & McKay, 1984; 
Sarafino, 1990): (1) emotional support, which is the 
expression of empathy, care and concern, (2) esteem support, 
as expression of positive regard for the person, or 
encouragement or agreement with ideas or feelings, 
supposedly elevating the person's self-esteem, (3) 
instrumental support, which is direct assistance when 
needed, and (4) informational support, or giving advice, 
directions, suggestions, or feedback about how the person is 
doing. 
There seems to be no doubt that social support is of 
help to people who are in dire circumstances of some sort. 
For people who are--seriously ill, social support has been 
found to be of considerable help, emotionally as well as 
instrumentally (Wallston, Alagna, DeVellis, & Devellis, 
1983; Wortman & Dunkel-Schetter, 1987). 
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Social support seems to decrease stress when stress 
levels are uncomfortably high (Constable & Russell, 198~; 
LaRocco, House, & French, 1980). People who report much 
social support are in better health than those who report 
little social support (Berkman & Syrne, 1979; House, Robbins, 
& Metzner, 1982). Social support may have direct beneficial 
effects on health and well-being, in the sense that people 
who report high levels of social support are less often ill 
than others (Cohen & Wills, 1985; Wortman & Dunkel-Schetter, 
1987), as well as indirect effects as a buffer in times of 
stress, in the sense that the beneficial effects only are 
seen under high levels of stress (Cohen & McKay, 1984; 
Cohen & Wills, 1985) 
When alcoholics and drug abusers go through treatment in 
order to achieve sobriety, one of the factors determining 
success is social support (Booth, Russell, Soucek, & 
Laughlin, 1992; Guinan, 1990; Havassy, Hall, & Wasserman, 
1991; Hawkins, Catalano, & Wells, 1986; McKay & Maisto, 
1993). Studies consistently show that those who perceive 
themselves having much social support are also more likely 
to remain sober after treatment than those who report little 
social support. 
Over 70 percent of women and men who are successful in 
drug treatments, report support of their partners during 
their treatment periods (Anglin & Hser, 1990). With 
supportive partners, they also tend to stay longer in 
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treatment, which is by itself conducive to success. This 
finding seems to hold especially for women (see Anglin ·& 
Hser, 1990, for overview). 
Involvement of Client and Probation Officer. According 
to Glasser's (1975) Reality Therapy, it is necessary to 
build a firm working alliance with any client. The client 
must have the feeling that it is possible to trust the 
therapist, who will care what becomes of him or her. In 
order to be able to teach new behaviors later, involvement 
is the necessary foundation. As it is very difficult to 
change existing behavior, some incentives are needed for it 
to work, and Glasser believes that involvement with a 
responsible therapist is the best incentive. 
Involvement with a therapist has repeatedly been argued 
to be predictive of positive outcome in therapy (Bachelor, 
1991; Brandchaft & Stolorow, 1990; Glasser, 1975; Hatcher & 
Barends, 1996; Marmar, Weiss, & Gaston, 1989; Marziali, 
1984; Meissner, 1992; Rawn, 1991; Saunders & Howard, 1989). 
Bachelor (1991) found that clients who perceived greater 
levels of positive therapist characteristics improved the 
most. Similarly, Marziali (1984) found that patients' and 
therapists' positive contributions to the relationship were 
the best predictors of outcome. This was regardless of the 
therapists' experience in clinical work. A similar finding 
from Hatcher and Barends (1996) was that a working alliance 
27 
between patient and therapist was among the best predictors 
of improvement in the patient's condition. 
Rawdon (1996) found that therapist involvement in 
clients' lives is beneficial, because through this it could 
be possible to change routine activity patterns which could 
lead to either an abstinent or a nonabstinent lifestyle. 
Schottenfeld (1989) states that a therapeutic alliance 
with clients is especially important when the treatment is 
involuntary, as it most often is in the IPS and IDAP 
programs. This is because it is necessary to overcome 
denial related to substance abuse and transform external 
coercion into internal motivation. 
Among many professionals, it is seen as essential to 
form a meaningful relationship with the client, and positive 
outcomes are consistently associated with this kind of 
therapeutic alliance. This has been found with antisocial 
patients (Gerstley, McLellan, Alterman, Woody, Luborsky, & 
Prout, 1989), in psychodynamic psychotherapy (Luborsky & 
Auerbach, 1985), and in time-limited psychotherapy, when 
effective methods have to be found quickly (Strupp, 1980). 
The concept of therapeutic alliance is similar to the 
psychoanalytic concept of transference, when the clients 
transfer to a therapist the feelings they have toward 
important people in their history (Jacobson & McKinney, 
1982). However, there is an important difference between 
Glasser's concept of involvement and transference, in that 
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Glasser advocates that the therapist becomes emotionally 
involved with the client to a certain degree, whereas in 
psychoanalytic theory that would be held to be detrimental 
to both. In 1918, Freud (1955) criticized nonanalytic 
helpers for making the patients' life too comfortable by 
helping them out too much. Neopsychoanalysts have modified 
this stance in response to the consistent finding that a 
relationship that can at least be described as a working 
alliance seems to give the best results (Brandchaft & 
Stolorow, 1990; Hatcher & Barends, 1996; Marziali, 1984; 
Meissner, 1992; Rawn, 1991). 
Epstein (1993) concluded that it would be beneficial for 
criminal patients to have therapists who would both see to 
their therapeutic needs and also set limits on their 
behavior in regards to their conditional release. This need 
for a therapist is not least due to the fact that there is 
limited motivation on behalf of the clients to change 
existing behavior, as their participation is truly 
involuntary. However, a therapist can only help in such 
cases if he or she acquires a thorough understanding of the 
patients' condition and knowledge of their history, and the 
patients can become in some way attached to the therapist. 
An alliance between the probation officer and the 
probationer, that would prompt the probationer to report 
that he or she can trust the officer to help when life 
became difficult, is probably more in accordance with 
Glasser's concept of involvement with the client than 
Freud's transference. 
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Self-Efficacy. Among strategies used in drug treatments 
is that of enhancing substance abusers' self-efficacy in 
maintaining their sobriety. This is based on Bandura's 
(1977; 1982; 1986a; 1986b; 1989; 1991) social learning 
theory. According to the self-efficacy component of this 
theory, people need corrective learning experiences to be 
able to change their behavior patterns. Change is mediated 
through cognitive processes, but the cognitive events are 
induced and altered most readily by experiences of mastery 
arising from successful performance (Bandura, 1977). People 
expect certain outcomes from certain behaviors, but their 
self-efficacy is based on the conviction that they can 
successfully conduct the behaviors necessary to produce 
these outcomes. The strength of these convictions will then 
determine whether they will even try to cope with situations 
they deem to be difficult. Efficacy expectations will 
determine the effort that people will put into their coping 
attempts, and how long they will persist even when things 
get rough. 
Major sources of efficacy expectations are (Bandura, 
1977): (1) performance accomplishments, based on one's own 
personal experiences, because successes raise mastery 
expectations, failures lower them; (2) vicarious experience, 
based on seeing others perform difficult activities without 
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adverse consequences; (3) verbal persuasion, based on things 
other people communicate verbally; (4) emotional arousal, 
because people base their expectations partly on their 
physiological arousal; and (5) situational circumstances, as 
situations call for a differing level of necessary 
performance and anxiety associated with it. Bandura 
expected the self-efficacy source of verbal persuasion to be 
the weakest and most short-lived. 
In his later writings, Bandura moved the emphasis of his 
theory more toward cognitive theories (Bandura, 1986a; 
1986b; 1989; 1991). He changed the name of his theory to 
social cognitive theory, presumably to associate it more 
with the cognitive movement than with the learning theories, 
which he found too mechanistic (Bandura, 1986b). He said 
that there was triadic reciprocal causation among personal, 
environmental, and behavioral factors, so that each of them 
affected the others. The behavioral factor of criminality 
would for example be caused by both personal factors like 
characteristics and also by environmental factors, like 
childhood experiences and work status. Behavior and 
personal factors affect the environment, and behavior and 
environment affect personal factors such as mood. Bandura 
also tried to explain the mechanisms underlying the 
predictive power of self-efficacy by operationalizing the 
cognitive factors underlying self-efficacy judgments. He 
said self-efficacy judgments influence the perceived causes 
of successes and failures, so that efficacious people 
ascribe failures to insufficient effort, but less 
efficacious people ascribe them to low ability. 
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Goal-setting is also affected by self-efficacy. The 
more capable people judge themselves to be, the higher the 
goals they set for themselves and the more firmly committed 
they remain to them. Self-efficacious people also value 
more the activities in which they judge themselves to be 
self-efficacious. 
Quality of analytic thinking is greatly affected by 
self-efficacy (Bandura, 1991). Those who perceive 
themselves self-efficacious make better decisions in 
difficult situations than those who perceive themselves less 
self-efficacious. 
It is hoped that drug abusers who are trying to maintain 
abstinence would set themselves the goal of being abstinent. 
There are numerous setbacks in their lives as in everybody 
else's, so their reactions to failures would be relevant. 
When they perceive themselves to be good at being abstinent, 
then they would value abstinence more, according to Bandura. 
And they have to be making decisions day in and day out, 
like everybody else. So it seems that the main aspects of 
the cognitive functions underlying self-efficacy are all 
relevant to recovering alcoholics and drug addicts. 
Bandura (1977) asserted that efficacy expectancies would 
vary in magnitude, strength, and scope. Tasks require 
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differing levels of effort from the individual, and the 
higher the level of expected efficacy, the higher the 
magnitude of the expectations. Strength also varies, and 
weak efficacy expectations are predictably not as long-lived 
as strong ones. The scope of the expectations refers to the 
generality of the experiences they extend to. 
Bandura said that one of the components of the construct 
of self-efficacy is magnitude, or how much self-efficacy 
there is. In the context of addictive behaviors, this has 
been conceptualized as the temptation to continue abusing. 
DiClemente (1986) studied this component in relation to 
level of self-efficacy, or confidence that one could 
maintain abstinence from smoking. He found that as levels 
of self-efficacy increased, perceived temptation levels 
decreased. It thus seems that this component is simply the 
reversal of self-efficacy in addiction, at least with regard 
to smoking. Strength of efficacy has been measured by asking 
questions such as: "How confident are you that you can 
maintain abstinence when you are depressed?" Scope of 
efficacy can be considered the aspects of life that have 
been shown to be relevant to relapses. Bandura's theory is 
usually employed in substance abuse treatments by giving the 
abusers a chance to role-play and go through successive 
stages of practicing coping mechanisms in response to 
possible relapse situations. It is expected that their 
self-efficacy will be raised by obtaining mastery 
experiences. This type of treatment approach would be 
labeled as a cognitive and behavioral approach. 
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Recent evidence indicates that such cognitive and 
behavioral programs hold promise for reducing recidivism and 
achieving sobriety (Dembo, Williams, & Schmeidler, 1993; 
Deschenes & Greenwood, 1994; Peters, 1993; Weinman & 
Lockwood, 1993; Wellisch, Anglin, & Prendergast, 1993). 
Among the most popular themes underlying those programs is 
Marlatt and Gordon's (1985) model of relapse prevention 
(Anglin & Hser, 1990; Peters, 1993; Rawson, Obert, Mccann, & 
Marinelli-Casey, 1993). For example, this model is used as a 
substantial component of a residential drug abuse treatment 
package in many prisons (Weinman & Lockwood, 1993). 
Marlatt's Model Compared to the AA-Model 
Marlatt and colleagues conceptualize addiction as a set 
of habit patterns that have been reinforced by 
pharmacological and social reinforcement contingencies, 
making addiction treatment process that of a habit change 
(Marlatt & George, 1984; Marlatt & Gordon, 1985; Rawson et 
al., 1993). This is an important distinction from the 
disease model of alcoholism, which is supported by 
Alcoholics Anonymous (AA). According to the AA model, most 
substance abusers must experience absolute disaster as a 
result of their addiction before they are ready to take 
steps to return to a sober life. Treatment then includes 
the process of rebuilding a life on the ruins that the 
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substance abuse caused. According to the AA model, the very 
first step that substance abusers have to take on their. way 
to recovery is the realization that they are powerless over 
alcohol and other psycho-active drugs (Alcoholics Anonymous, 
1976). The basis of recovery is to keep away from all cues 
that could trigger further use, in the realization that 
substance abusers cannot be expected to have control over 
their use in such situations. This is especially pertinent 
during the first weeks of recovery, as new behaviors have 
not yet been firmly established, and former cues to drug use 
may still be quite strong. Self-efficacy in potentially 
dangerous situations would therefore be considered more of a 
hindrance than an asset on the road to recovery, according 
to AA, as substance abusers might then expect that they have 
full control in dangerous situations, long before they 
actually do. 
A second important distinction from the AA model is the 
nature of relapse. Marlatt's interpretation of a relapse is 
that it is the result of a predictable series of cognitive 
and behavioral events, leading to returning to drug or 
alcohol use. The AA interpretation of a relapse is that the 
alcoholic is allergic to psycho-active substances and the 
first drink or drug use can trigger an uncontrollable bout, 
making the first drink or drug use the most important 
milestone on the road to relapse. The main difference 
between the models is on the emphasis on the first drink or 
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use. According to Marlatt, serious use is mainly a habit 
that is active because it is reinforced, but according -to 
AA, serious use inevitably follows the first drink or use, 
because it is based on uncontrollable physical reactions of 
allergies to psycho-active substances. This difference 
becomes important in relapse prevention, specifically when 
the substance abuser has already taken the first drink or 
drug. Marlatt's interpretation would allow the substance 
abuser to return to abstinence, regarding the incident as an 
isolated lapse, rather than a full-blown relapse, whereas 
the AA model would regard the incident as an important part 
of a relapse. However, a study that was done to test the 
effects of the first drink (Ludwig, Wikler & Stark, 1974) 
indicates that these effects really are profound, especially 
in the context of cues formerly associated with use. This 
study therefore supports the AA model over Marlatt's model. 
A third aspect of Marlatt's model is that a relapse has 
clear antecedents and warning signs that can alert the 
substance abuser to an impending disaster and can then allow 
preventive measures to be taken early enough to escape a 
full-blown relapse. 
Marlatt has demystified the process of relapse to a 
substantial degree and has provided a framework for studying 
high risk behaviors and situations. His model is the 
foundation for many other models for relapse prevention 
(Rawson et al., 1993). Among those are Gorski's CENAPS 
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model (Gorski, 1989; Gorski & Miller, 1986). Gorski 
combines Marlatt's behavioral methods of relapse prevention 
with a traditional twelve step approach, built on AA 
principles. A special addition involved in Gorski's model 
is his "post-acute-syndrome." This is a set of withdrawal 
symptoms, most often experienced up to eighteen months after 
abstinence. These include difficulty in thinking clearly, 
managing feelings and emotions, avoiding accidents, managing 
stress, remembering things, or sleeping restfully. These 
difficulties become more pronounced at times of high stress. 
Gorski includes methods in his model to deal with these 
specific difficulties experienced by recovering substance 
abusers. 
Other models based on Marlatt's work include: Wallace's 
(1990) model for crack cocaine users, Anni's (1990) model 
for the treatment of alcoholism, Roffman et al.'s (1990) 
model for marijuana dependence, Carroll et al.'s {1991) 
model of relapse prevention for cocaine abuse, McAuliffe's 
{1990) model for outpatient treatment of opioid users, 
Washton's and Stone-Washton's {1990) model for outpatient 
treatment for alcoholics and addicts, and Rawson et al.'s 
{1993) matrix neurobehavioral model for treating cocaine 
users. 
The common theme in all these models is Bandura's 
concept of self-efficacy. By exposing the substance abusers 
to successively higher levels of risky situations under 
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protected or semi-protected circumstances, it is hoped that 
their self-efficacy will be raised sufficiently that they 
will expend enough effort and persistence to be able to 
maintain their sobriety, even under adverse circumstances. 
Self-efficacy has repeatedly been found to be predictive of 
successful abstinence from addictive behaviors (Annis, 1990; 
DiClemente, 1986; DiClemente, Carbonari, Montgomery, & 
Hughes, 1994; Gecas, 1989; Heller & Krauss, 1991; Sadowski, 
Long, & Jenkins, 1993). The more emphasis there is in 
treatment on the behavioral and cognitive aspects underlying 
self-efficacy, the more likely it should be that the level 
of self-efficacy would be raised during treatment, which 
should in turn be predictive of successful maintenance of 
abstinence. 
However, if people who have only been abstinent for a 
short time believe that they can remain abstinent even in 
the presence of former using cues, they may underestimate 
their addiction. If, for example, they believe that they 
can remain abstinent even when they are in the company of 
their using friends, then why keep away from them? It would 
therefore seem that self-efficacy beliefs in circumstances 
associated with drug use might be a double-edged sword, at 
least during the first weeks or months of abstinence, when 
former using cues are still strong. It might be more 
difficult to avoid cues to negative feelings. Substance 
abusers often find themselves in psychological situations 
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that they find difficult to handle, at least in the 
beginning of their abstinence. They are therefore 
constantly in danger of experiencing negative feelings, 
whether they seek them out or not. Self-efficacy for 
dealing with these feelings might be an asset, especially in 
the beginning. As a consequence of the different 
implications of self-efficacy in former using situations on 
the one hand and when experiencing negative feelings on the 
other hand, it will be hypothesized that self-efficacy will 
be predictive of abstinence when experiencing negative 
feelings, but not in the presence of positive using cues. 
Hypotheses 
The hypotheses below all pertain to the prediction of 
sobriety among the probationers. The intention is to find 
out which processes and conditions are most conducive to 
success during treatment and afterwards. 
Hypothesis One. Younger probationers were expected to be 
less likely to remain abstinent than older ones. 
Hypothesis Two. Employed probationers were expected to 
be more likely to be abstinent than unemployed probationers. 
Hypothesis Three. Probationers with higher educational 
levels were expected to be more likely to be abstinent than 
those with lower educational levels. 
Hypothesis Four. Those probationers who spent three 
months or longer in treatment were expected to be more 
likely to be abstinent at follow-up than those who spent 
less than three months in treatment. 
Hypothesis Five. Probationers who report higher levels 
of social support were expected to be more likely to be 
abstinent than those who report lower levels of social 
support. 
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Hypothesis Six. Those probationers who report higher 
levels of a meaningful therapeutic contact with the 
probation officer while being on probation were expected to 
be more likely to be abstinent than those who have lower 
levels of such contact. 
Hypothesis Seven. Probationers who report higher levels 
of self-efficacy for remaining abstinent when experiencing 
negative feelings were expected to be more likely to succeed 
in being abstinent than those who report lower levels of 
such self-efficacy. 
Hypothesis Eight. Probationers who report higher levels 
of self-efficacy when experiencing social pressure to use 
drugs or alcohol were expected to be less likely to succeed 
in being abstinent than those who report lower levels of 
such self-efficacy. 
CHAPTER 2 
METHOD 
The data collection in this study was conducted within 
probation offices in those counties in Illinois where the 
Intensive Drug Abuser Program (IDAP) and the Intensive 
Probation Supervision (IPS) were used. Probationers in these 
programs were interviewed when they came in for office 
visits to their probation officers. 
Participants 
Of the participants, 108 were in the IDAP program and 
111 were in the IPS program. Those in the IDAP program all 
had been diagnosed as having drug problems. Since this study 
focuses on self-efficacy in staying sober, those from the 
IPS program who had not undergone drug treatment were 
excluded from the analysis (75 IPS probationers). This was 
done because criminal activity is not necessarily directly 
related to drug use, although there often seems to be a 
connection between the two. Thus there might be offenders 
in the IPS program who do not have any drug problems. 
Participation in a drug treatment was taken as an indicator 
that the IPS probationers had drug problems. The sample, 
therefore, consisted of 144 probationers, 108 from the IDAP 
program and 36 from the IPS program. 
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Outcome Measure 
Urinalysis test outcomes, supplied by the probation 
departments, were used as outcome measures. The overall 
proportion of negative tests over the full number of tests 
taken during the participants' stay on IDAP or IPS were used 
as an outcome measure for abstinence, since too few tests 
had been taken after the interview to use only those tests 
as the outcome measure. 
No drug testing had been done on 26 participants. These 
cases were therefore excluded from the analyses where 
abstinence was the dependent measure, leaving 118 cases for 
such analyses. 
Instruments 
Participants were asked their age. 
Employment was measured with the question 
"In your current employment, how many hours do you work 
in the average week?" 
Responses ranged from 1 (work less than 20 hours per 
week) to 5 (work 35 or more hours per week). 
Education was measured with the question 
"How many ears of school have you completed?" 
Responses ranged from 1 (less than high school) to 8 
(completed college graduate degree). 
Participants were asked how many months they had spent 
in substance abuse treatment. 
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Social support was assessed with only two questions. 
Preferably, a construct as this one should be measured -by 
many more questions. However, in the context of this study, 
that was not possible, as the interview had to be kept as 
short as possible, and the measure of this construct was one 
of the constructs which had to be cut for length. 
Emotional social support was measured with these 
questions: 
"Do you feel you can count on your friends to help you 
or talk with you when you have problems?" and 
"Is there somebody else that you feel you can count on 
to help you or talk with you when you have problems? 
Please list them." 
Responses to the first question ranged from 1 (can never 
count on them) to 4 (can count on them a lot). Responses to 
the second question were a number of people listed, up to 6. 
In order to weight the items equally, the responses to these 
two items were first converted to z-scores and then were 
added together. 
Involvement with the probation officer was measured with 
the question: 
"Do you feel that you can count on your probation 
officer to help you or talk to you when you have 
problems?" 
Responses ranged from 1 (can never count on him/her) to 4 
(can count on him/her a lot). 
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Self-efficacy was measured with the Alcohol Abstinence 
Self-Efficacy Scale (DiClemente, Carbonari, Montgomery,. & 
Hughes, 1992). This is a 20-item questionnaire to assess 
Bandura's construct of self-efficacy applied to alcohol 
abstinence. The items were modified to include other kinds 
of drugs. The scale was built on Marlatt's research on 
relapses (Marlatt & George, 1984; Marlatt & Gordon, 1985). 
Marlatt found that most of the variance in relapses could 
be explained by negative affect, social pressure, and 
interpersonal conflict. Negative affect explained 35 
percent of the variance for all relapses, social pressure 
explained 20 percent, and interpersonal conflict explained 
16 percent. 
DiClemente's scale consists of the dimensions of 
Negative Affect and Social Pressure, and then DiClemente 
adds the dimensions of Physical Concerns and Withdrawals. 
Only the two dimensions most predictive of relapses 
(Negative Affect and Social Pressure) were used in this 
study, each had 5 items. The instructions required the 
participants to indicate on a 5 point Likert scale from 1 
(not at all) to 5 (very) how confident they are that they 
will be able to be abstinent when they are in certain 
situations. For the Negative Affect dimension they were, 
for example, "feeling angry inside," or "feeling depressed." 
For the dimension of Social Pressure to drink or use drugs, 
they were for example, "seeing other people drinking/using 
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drugs at a bar or at a party," or when they were "excited or 
celebrating with others." 
CHAPTER 3 
RESULTS 
The purpose of the study was to find possible predictors 
of abstinence among probationers. For that purpose, the 
associations between the predictor variables and a measure 
of abstinence were calculated. The statistical program 
Statistical Program for the Social Sciences (SPSS) was used 
for the analyses. 
Reliability of Scales 
Cronbach's alpha was calculated for the scales in the 
study. The two item scale 
reliability of only .07. 
Negative Affect was . 93, 
Social Pressure was .91. 
Description of the Sample 
for Emotional Social Support had a 
Reliability for the scale for 
and reliability for the scale for 
Mean age of participants was 31.1 years, with a standard 
deviation of 8.6 years. The distribution of age was 
positively skewed; the median was 30 years. Figure 1 shows 
the distribution of age in the sample. 
Table 1 shows the educational status of participants. 
As can be seen, 55 people had less than a high school 
diploma. 
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Figure 1 
Age distribution 
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Age 
Table 1 
Educational Status of Participants 
Education 
Less than high school 
Some high school, did not graduate 
High school graduate 
Completed GED 
Some college, did not graduate 
College graduate 
Graduate degree 
Unknown 
Number 
2 
53 
27 
21 
37 
2 
1 
1 
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47 
Table 2 shows the occupational status of participants. 
Most of them work either full time (58) or not at all (54); 
very few of them work part-time. 
Table 2 
Number of Hours Worked in the Average Week by 
Participants 
Hours worked Number 
0 54 
20-24 3 
25-29 7 
30-34 8 
35 or more 58 
Unknown 14 
The mean length of time that the participants had spent 
in drug treatment was 4.3 months. The distribution of this 
variable was extremely skewed, the median being 2.0 months, 
and standard deviation 5.4 months. The skewness was because 
although the IDAP participants had all been diagnosed as 
having drug problems, and as such sentenced to drug 
treatment, 41 of them had not yet gone through treatment at 
the time of the interview. The distribution of this variable 
is shown in Figure 2. 
Figure 2 
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As can be seen in Figure 2, this variable is not 
normally distributed. In order to be able to use it in the 
analyses, a square root was taken. Figure 3 shows that apart 
from those who had not had any treatment (the column 
farthest to the left in both Figure 2 and Figure 3), the 
distribution was much closer to being normally distributed, 
and so was better suited for statistical analyses. 
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Figure 3 
Square Root Taken of the Number of Months Participants 
had Spent in Treatment 
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Cook County Residents vs. Other Participants 
About half of the participants came from Cook County, 
including the City of Chicago. Analysis of variance (ANOVA) 
tests were performed to determine if Cook County residents 
differed from other participants on any of the tested 
variables. Outcomes of these tests are shown in Table 3. A 
difference was found between the groups in number of hours 
worked in the average week, and marginal differences in 
education and relationship with probation officer. Cook 
County participants were less likely to be employed than 
participants from other counties, they had less education 
than participants from other counties, and they rated their 
relationship with their probation officer worse than 
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probationers from other counties. Crosstabulation analyses 
of these variables are shown in Tables 4-6. 
Table 3 
F-,NQVA Differences Between Cook County Participants and 
Participants from Other Counties 
Variable 
Age 
Employment 
Education 
Program Mean CI ( 95%) 
Cook 31.05 28.99-33.11 
Outside 31.15 29.17-33.13 
Cook 
Outside 
Cook 
Outside 
2.95 
4.27 
3.13 
3.51 
2.32- 3.57 
3.76- 4.79 
2.81- 3.45 
3.20 -3.81 
Social support Cook 
Outside 
1. 86 
1.86 
1.81- 1.90 
1. 82- 1. 90 
Relations 
w/officer 
Cook 
Outside 
3.18 
3.45 
2.95- 3.41 
3.26- 3.64 
Months treated Cook 1.47 
1. 78 
1.15- 1.80 
1. 44- 2.12 (sqrt) Outside 
Negative 
Affect 
Social 
Pressure 
Abstinence 
Cook 20.44 18.12-22.75 
Outside 21.97 20.12-23.83 
Cook 20.17 18.03-22.32 
Outside 21.20 19.12-23.28 
Cook 
Outside 
0.60 
0.59 
. 50- . 70 
.50- .68 
nr 
62 
82 
58 
72 
62 
81 
56 
77 
56 
80 
62 
82 
62 
81 
62 
80 
55 
63 
F df prob 
0.00 1,142 .946 
11.02 1,128 .001 
2.80 1,141 .096 
0.00 1,131 .991 
3.25 1,134 .074 
1. 64 1, 142 . 202 
1.64 1,141 .297 
0.45 1,140 .501 
0.03 1,116 .860 
Cook County participants were significantly less likely 
to be employed than participants from other counties (X(2, 
N=130)=12.72, 2<.0l), as shown in Table 4. 
Table 4 
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Crosstabulation Analyses of Employment by Location from 
Cook County vs. Other Counties 
County Unemployed Part time Full time Total 
Cook 34 5 19 58 
Outside 20 13 39 72 
Total 54 18 58 130 
A difference in educational level was not found between 
participants from Cook County and other counties (X(2, 
N=143)=3.38, ns), as can be seen in Table 5. 
Table 5 
Crosstabulation Analyses of Education by Location from 
Cook County vs. Other Counties 
County Less than High school More than Total 
high school or GED high school 
Cook 29 19 14 62 
Outside 26 29 26 81 
Total 55 48 40 143 
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Table 6 shows that participants from Cook County 
reported less social support from their probation officers 
than participants from other counties (X(3, 136)=8.78, 
e<.01). The scale that was used to measure this variable 
ranged from 1 (can never count on them) to 4 (can count on 
them a lot). The response categories from 1-3 were 
combined. This was done in order to be able to use the Chi-
square, as this analysis assumes that no cells include less 
than 5 participants. 
Table 6 
Crosstabulation Analyses of Relationship with Officer 
by Location from Cook County vs. Other Counties 
County 
Cook 
Outside 
Total 
Counted on less 
than a lot 
22 
52 
74 
IPS vs. IDAP Participants 
Counted on a 
lot 
34 
28 
62 
Total 
56 
80 
136 
Participants from the IPS and IDAP programs were 
compared, as shown in Table 7. Differences were found in 
employment and self-efficacy for Negative Affect. 
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Table 7 
ANOVA Differences Between IPS and IDAP Participants 
Variable Progr Mean CI (95%) nr F df prob 
Age IPS 31.06 27.43-34.68 36 
IDAP 31.12 29.63-32.61 108 0.00 1,142 .969 
Employment IPS 4.64 3.83- 5.46 28 
IDAP 3.42 2.96- 3.89 102 6.14 1,128 .015 
Education IPS 3.36 2.92- 3.81 36 
IDAP 3.34 3.08- 3.60 107 0.01 1,141 .925 
Social support 
IPS 1. 88 1. 82- 1. 94 31 
IDAP 1. 85 1. 81- 1. 88 102 0.78 1,131 .378 
Relations 
w/officer IPS 3.39 3.11- 3.67 33 
IDAP 3.32 3.14- 3.50 103 0.18 1,134 .675 
Months tre-
ated (sqrt) IPS 1. 95 1.48- 2.43 36 
IDAP 1.55 1.27- 1. 82 108 2.16 1,142 .144 
Negative 
Affect IPS 24.09 20.97-27.20 35 
IDAP 20.41 18.80-22.01 108 4.83 1,141 .030 
Social 
Pressure IPS 22.64 19.62-25.66 36 
IDAP 20.11 18. 40-21. 83 106 2.16 1,140 .144 
Abstinence IPS 0.64 .46- .81 23 
IDAP 0.58 .51- .66 95 0.42 1,116 .516 
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No differences were found in self-efficacy for Social 
Pressure to drink alcohol or use drugs, but IPS participants 
were significantly more likely to rate their self-efficacy 
for Negative Affect higher than IDAP participants. As can be 
seen in Table 8, IPS participants were more likely to be 
employed than IDAP participants (X(2, N=130)=6.57, p<.05). 
Table 8 
Crosstabulation Analysis of Employment by Participation 
in IPS vs. IDAP 
Program No work Part time Full time Total 
work work 
IPS 6 4 18 28 
IDAP 48 14 40 102 
Total 54 18 58 130 
Relationships Between the Independent Variables 
The predictor variables in the study were 
intercorrelated. The results are shown in Table 9. Age 
correlated positively with education. The older the 
probationers were, the more education they were likely to 
have, not surprisingly. Age also correlated with 
relationship with officer. The older the probationers were, 
the more likely they were to state that they could count on 
their probation officer. 
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Employment correlated with education; however, the 
correlation was negative: The less education the 
probationers had, the more hours they worked a week. 
Employment also correlated with both subscales for self-
efficacy. The more education the probationers had, the more 
self-efficacious they were, both in the circumstances of 
social pressure and negative affect. 
The more time the probationers had spent in treatment, 
the higher they rated their social support and relationship 
with their probation officer. Time in treatment was also 
related to self-efficacy in withstanding social pressure to 
drink alcohol or use drugs. The more time they had spent in 
treatment, the more certain they were that they could 
withstand social pressure from their friends and/or families 
to drink alcohol or use drugs. However, time in treatment 
did not seem to help them deal with negative affect. 
Social support was related to relationship with officer. 
Those who rated their social support high, also stated that 
they could count on their probation officer. 
The two subscales from the self-efficacy scale, 
measuring self-efficacy in withstanding social pressure and 
negative affect, were correlated, ~(141)=.70, E<.001. This 
high correlation suggests that they might logically be 
combined for one scale. However, since different 
predictions were made based on each of them, they will be 
used separately in the study. 
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Table 9 
Correlations Among Predictor Variables 
Employ- Edu- Months Social Rel.w/ Social Neg. 
ment cation treated Support officer Press. Affect 
Age -.13 .25 .10 -.01 .24 .03 -.02 
( 130) ( 143) ( 144) (133) ( 136) (142) ( 143) 
p=.15 p<.01 p=.24 p=.98 p<.01 p=.73 p=.79 
Employment -.19 .15 .01 -.07 .18 .22 
( 129) ( 130) (121) ( 123) ( 129) ( 129) 
p=.03 p=.09 p=.90 p=.45 p=.04 p=.01 
Education .07 .03 .09 .07 .07 
( 143) (132) ( 135) ( 141) (142) 
p=.41 p=. 73 p=.31 p=.40 p=.41 
Months 
.18 .17 .18 .04 treated 
square root (133) ( 136) (142) ( 143) 
p=.04 p=.05 p=.03 p=.68 
Social 
.17 -.03 .05 Support 
( 12 6) ( 131) (132) 
p=.06 p=. 73 p=.55 
Relation-
.02 -.03 ship w/ 
officer (134) ( 135) 
p=.82 p=.71 
Social 
.70 Pressure 
( 141) 
p<.001 
(Note: Degrees of freedom are given in parentheses) 
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Abstinence measure 
The abstinence measure was the proportion of negative 
drug tests over all drug tests taken during the 
probationers' stay in the IPS and IDAP programs. The mean 
proportion was .59; the standard deviation was .37. The 
median proportion was .70, indicating that the distribution 
was somewhat negatively skewed. A histogram was drawn, as 
shown in Figure 4 to determine if the variable needed to be 
used in a square root form to correct for the skewness. The 
figure indicates that the variable is normally distributed, 
except for more measures of O (no drug tests showing 
abstinence) and 1 (all drug tests showing abstinence) than 
any other proportions of drug tests. Taking a square root 
of the variable will not correct for this, so the variable 
was used in its original form. 
Figure 4 
Histogram of the Distribution of Abstinence Measure 
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Power 
This study had limited power to test its hypotheses. 
Only 118 cases could be used in hypotheses testing. 
According to Lipsey (1990), power of .70 with this number of 
cases allows detection of effect sizes no greater than 
around .27. If the effect size was only .10, this study only 
had a power of around .20 to detect it. In addition, the 
more reliable measurements are, the greater the power of the 
study. Unfortunately, the scale of social support was quite 
unreliable in this study, detracting further from the 
possible power. 
Tests of Hypotheses 
Age. Age was marginally related to abstinence, 
£(118)=.12, E=.10. Probationers less than 25 years old had 
been hypothesized to be less likely to remain abstinent than 
older probationers. A one-way ANOVA did not show a 
difference between these groups, f(l,116)=.50, ns. However, 
the limited power of the study justified some probing for 
non-linear effects. Although there was no correlation 
between ages within the younger age group (18-24) and 
abstinence (r(32)=-.02, ns.), there was a correlation 
between the older group (25 and older) and abstinence 
(£(82)=.28, E< .01). Since this seems to be a non-linear 
relationship, age was recoded into 4 categories. The level 
of abstinence for each of the groups is shown in Figure 5. 
Figure 5 
Abstinence Levels by Age Groups 
Age 
The age categories were then compared with regard to 
abstinence by a one-way "ANOVA. This analysis showed a 
significant difference between the groups, f{3,114}=3.88, 
2<.05. The results are shown in Table 10. 
Table 10 
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Comparison of Abstinence in 4 Age Groups, Tested by a 
One-Way "ANOVA 
Group Count Mean CI {95%) St.dev 
18-24 years 34 .63 .50-.77 .39 
25-34 years 44 .46 .35-.57 .37 
35-44 years 30 .74 .63-.84 .28 
45 and more 10 .62 .53-.66 .38 
A Scheffe test revealed that there was a statistically 
significant difference between the abstinence level of two 
age groups, those of 25-34 years old and 35-44 years old. 
The age group of 25-34 years old fares the worst here with 
regard to abstinence, whereas those in the age group of 35-
44 years old have the highest proportion of negative tests 
over all tests taken in the programs, indicating the best 
results in abstinence from all the groups. The youngest 
group (18-24) and the oldest group (45 years and up) had 
attained similar levels of abstinence. It therefore seems 
that although there is a difference in abstinence between 
age groups, this difference is not linear. According to 
Cohen and Cohen (1983), when the relationship between two 
variables is not linear, a better fit can be found by 
powering the independent variable either up or down 
(squaring or taking square roots), depending on the pattern 
in the distribution. Figure 6 shows scatterplots of age 
through the distribution of proportion of negative drug 
tests over all drug tests, before changing the age variable. 
A Lowess line shows the best fitting line through the 
distribution as it is. In order to get a better fit, the 
variable was used in it's square root form. 
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Figure 6 
Scatterplots of Age by Abstinence 
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AGE TODAY 
Employment level. The number of hours that the 
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probationers work did not make a difference in their 
abstinence, as shown by a one-way ANOVA, comparing full time 
working, part time working, and nonemployed probationers 
(f(2,103)=1.46, ns). Calculations for means, standard 
deviations, and confidence intervals are shown in Table 11. 
As can be seen, those probationers who work full time are 
most likely to abstain more. This study may not have had 
the necessary power to detect a possible relationship 
between employment level and abstinence. 
Educational level. Educational level did not affect the 
likelihood of remaining abstinent. A one-way ANOVA was 
conducted, comparing probationers with less education than 
high school, high school or GED, and some college. No 
difference was found in their level of abstinence 
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(f(2,113)=.94, ns). Table 12 shows a comparison of means, 
confidence intervals, and standard deviations between the 
groups. Those who had a high school degree or a GED did 
best, whereas those with less than a high school degree did 
worst. Again, power may not have allowed the detection of a 
possible effect of education on abstinence. 
Table 11 
Means and Standard Deviations of Abstinence Measure, 
Based on Employment Level 
Groups Count Mean CI ( 95%) St.dev 
Nonemployed 48 .57 .46-.68 .38 
Works Part Time 15 .50 .32-.68 .32 
Works Full Time 43 .66 .55-.77 .35 
Total 106 .60 .53-.67 .36 
Table 12 
Means and Standard Deviations of Abstinence Measure for 
Probationers, Based on Educational Level 
Groups Count Mean CI(95%) St.dev 
Less than HS 44 .55 .44-.66 .36 
HS or GED 40 .65 .54-.77 .36 
Some College 33 .57 .43-.71 .39 
Total 117 .59 .52-.66 .37 
63 
Time in treatment. Time in treatment was not found to 
be predictive of abstinence. It was hypothesized that .3 
months in treatment was the lower limit for success in 
treatment; consequently, the groups with less than 3 months 
in treatment vs. those who have had 3 months or more were 
compared with a one-way ANOVA. No significant difference was 
found (!(1,115)=.64, ns). Means, confidence intervals, and 
standard deviations for the groups are shown in Table 13. 
The direction of the data is in accordance with the 
hypothesis, but it is not known if the non-significance of 
the analysis indicates no relationship or lack of power. 
Table 13 
Means and Standard Deviations for Abstinence Measure for 
Probationers, Based on Time in Treatment 
Time treated Count Mean CI (95%) St.dev 
Less than 3 months 62 .57 .47-.67 .40 
3 months or more 56 .62 .53-.71 .33 
Total 118 .60 .53-.66 .37 
Social support. Social support was positively related 
to abstinence. Those who rated their social support from 
friends and other people as high were more likely to remain 
abstinent than those who did not (~(109)=.17, E<.05). 
Therapeutic involvement with officer. Therapeutic 
involvement with the probation officer was unrelated to 
abstinence (£(111)=-.03, ns). 
Self-efficacy for negative affect. Self-efficacy for 
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negative affect was significantly related to abstinence 
(£(117)=.34, 2<.0001). Those who believed they could remain 
abstinent even when they experienced negative affect were 
also more likely to remain abstinent. 
Self-efficacy for social pressure. Self-efficacy for 
social pressure was also significantly related to abstinence 
(£(116)=.39, 2<.0001). Those who believed they could 
withstand social pressure to drink or use drugs were more 
likely to be able to do that. 
Predictors of sobriety 
A multiple regression was performed to find the best 
predictors of sobriety within the sample. The initial 
statistical plan called for three steps in this analysis, 
the first one for demographic variables, the second step for 
variables affecting probationers during their probation 
time, and the third step for personal variables tested in 
the study. The first step included age, employment, and 
education. The second step included months in treatment, 
relationship with officer, and social support. The third 
step included the self-efficacy scales. However, since only 
one variable from each of the first two steps was relevant, 
only one step was conducted, and only the relevant variables 
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were used. They were age(square root), social support, and 
self-efficacy with regard to negative affect and social-
pressure to drink alcohol or use drugs. The analysis 
explained 26% of the variance (~2=.26), and the outcome was 
significant (!(4,101)=8.96, E<.0001), as could be expected 
since the relationship for the independent variables with 
the dependent variable had already been established. 
Table 14 shows that self-efficacy under social pressure, 
and social support were significant predictors of abstinence 
in this context, and self-efficacy for negative affect also 
approached significance. 
Table 14 
Beta Coefficients for Multiple Regression Analysis 
Where Abstinence is the Outcome Measure 
B B T CI ( 95%) p 
Social 
Support .367 .17 1. 93 -.01 - .74 .056 
Age Square 
.054 .11 1.29 Root -.03 - .14 .200 
Social 
Pressure .014 .33 3.04 .00 - .02 .003 
Negative 
.008 .17 1. 54 Affect .00 - .02 .125 
Since this study used some single-item variables which could 
have been quite unreliable, an index was constructed out of 
those to see if such an index would be a possible predictor 
of sobriety for the probationers. These items were age 
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(square root), employment, education, months in treatment, 
relationship with officer, and social support. Z-scores 
were derived from those items in order to make them 
comparable, and they were computed together to make an 
index. Reliability for this index was .14. Item analysis 
showed that employment detracted from overall reliability, 
so it was taken out of the index. After that, reliability 
was .29. A multiple regression was then conducted to see how 
well this index might predict abstinence. Table 15 shows 
the intercorrelation matrix among the variables used in the 
regression. As can be seen, the index has a significant 
correlation with abstinence, as well as with the other 
variables used in the study. 
Table 15 
Intercorrelation Among Variables in Regression 
Social Negative Index Employment 
Pressure Affect 
Abstinence .39 .34 .23 .11 
E<.01 E<.01 E=.03 E=.27 
Social .70 .26 .18 
Pressure E<.01 E<.01 E=.04 
Negative .23 .22 
Affect E_=.01 E_=. 01 
Index .31 
E<.01 
A multiple regression was then performed to see if the 
new index would add to the prediction of abstinence in 
general. The results are shown in Table 16. The analysis 
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explained 24% of the variance (~2=.24) and was statistically 
significant (!(4,86)=6.92, e<.001). This time, only 
negative affect was a significant predictor of abstinence. 
However, the index did not add significantly to that 
prediction. 
Table 16 
Beta Coefficients and Confidence Intervals for Multiple 
Regression with Background Variables Computed as an Index 
and Abstinence as the Dependent Variable 
B B T CI (95%) p 
Employ- -.01 -.06 -.55 -.04 - .03 .58 
ment 
Social .01 .18 1. 38 .00 - .02 .17 
Pressure 
Negative .01 .31 2.41 .00 - .03 .02 
Affect 
Index .12 .13 1.21 .00 - .03 .23 
It therefore seems that unreliability of single-item 
variables is not the reason why they do not add to the 
prediction of abstinence in the sample. Even though the 
index had a moderate correlation with abstinence, the 
prediction from it is weaker than the prediction from the 
scales of Negative Affect and Social Pressure, as can be 
seen in the multiple regression. 
CHAPTER 4 
DISCUSSION 
The most important finding from this study is the 
substantial effect of self-efficacy on abstinence. Although 
the data showed the same direction as most of the other 
hypotheses had forecast, these effects could have been too 
small to be detected with the limited power of the study. 
The description of the sample will be discussed first. 
Second, the hypotheses will be discussed. Third, practical 
implications and general discussions will follow. 
The Sample 
When Cook County participants were compared with 
participants from other counties, it turned out that the 
Cook County participants were worse off on all the variables 
where differences were found. Two explanations are possible 
for these differences: (1) that conditions were less 
conducive to a productive life in Cook County than in other 
counties in the state, or (2) that those probationers who 
were worse off to begin with migrated to Cook County where 
conditions were more favorable for their lifestyle. 
Whichever explanation is true, or even if both are, Cook 
County residents were less likely to be employed than the 
others, they were less educated, and had a worse 
relationship with their probation officer. 
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When IPS participants were compared to IDAP 
participants, the IPS participants were found to be more 
likely to be employed than IDAP participants. Among the 
requirements of the IDAP program is for the probationers to 
go to treatment as soon as possible. It may be more 
difficult to get a job and keep it under those 
circumstances. Also, the IDAP participants were diagnosed as 
drug abusers and sentenced to an intensive probation program 
as such, so their condition could be worse than the general 
condition of IPS probationers. Another indication that the 
IDAP probationers were worse off than the IPS probationers 
was the difference between their rated self-efficacy for 
abstinence when dealing with negative affect. Ratings from 
the IDAP probationers were lower than the ratings from the 
IPS probationers, indicating that the IDAP probationers felt 
more helpless about their abstinence when dealing with 
negative affect, which everyone will have to do now and 
then. This difference in self-efficacy between the groups 
was not found with regard to social pressure to drink or use 
drugs. As the scales for self-efficacy correlated highly, 
it would have been justifiable to combine them and use them 
as one scale covering the construct self-efficacy in 
general. However, the difference between IDAP and IPS in 
self-efficacy for dealing with negative affect justifies 
using both scales separately. 
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Age seemed to have effects on abstinence, although not 
quite the hypothesized ones. The earlier finding that drug 
abusers younger than 25 years old had a more difficult time 
achieving abstinence did not hold here. However, the next 
age group, aged 25-34 years old, seemed to have the hardest 
time of all age groups in achieving sobriety. It seemed 
that in this sample, people "matured" out of drug abuse a 
few years later than earlier studies indicated, or not until 
after 35 years of age. The age group of 35-44 years old 
was the most successful with regard to sobriety, showing 
some signs of this phenomenon of "maturing" out of the 
abuse. The oldest age group, 45 years and older, was 
similar to the youngest age group of 18-24 years. Although 
age was not hypothesized to have any more effects than those 
earlier found on abstinence, it also correlated with 
education and relationship with the probation officer. It 
is not surprising that the older the probationers were, the 
more education they had, since, after all, it takes time to 
achieve education. A more surprising finding was that the 
older the probationers were, the more positive their 
relationship was with their probation officer. The 
probation officers probably were of a more similar age to 
the older age group among the probationers. Similarity is 
known to enhance attitude change. Since it ideally is the 
probation officers' job to bring about an attitude change in 
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the probationers, perhaps it was easier for the officers to 
establish a positive relationship with probationers who -were 
more similar to them with regard to age. Another possible 
explanation is that the older probationers were more used to 
having to succumb to discipline, and did therefore not 
resent it as much as the younger probationers might have. A 
third possible explanation is that the probationers "mature 
out" of resistance to probation officers, as it may require 
some maturity to establish an effective relationship with 
the probation officer. 
Employment 
Even if the direction of the data was for full time 
workers to be more likely to be successfully abstinent, as 
hypothesized, this difference between them and the other 
groups of part-time working and nonemployed people was 
either not large enough to reach significance, or it came 
about by chance. Therefore, employment can not be said to 
make a difference in this respect. 
Correlations between employment and other variables in 
the study showed a relationship between age and employment, 
as discussed above. Furthermore, the data indicated that 
the less education the probationers had, the more hours they 
worked each week, perhaps not surprisingly, as presumably 
they would get paid more for each hour with more education. 
Therefore, in order to make the same amount of money, they 
may have had to work longer hours if they had less 
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education. Another correlation from the study showed that 
time in treatment was marginally related to employment.· It 
seems that those employed had spe~t somewhat longer time in 
treatment than those nonemployed. This effect was not 
strong, and did not quite reach significance. However, both 
employment and time in treatment had been hypothesized to 
help the probationers in staying abstinent. Neither of them 
reached significance, but perhaps this relationship between 
the variables indicates that both are working in the same 
direction. Employment also was related to self-efficacy, 
both in the context of social pressure to drink or use drugs 
and negative affect. It seemed that those employed also 
were more self-efficacious in general. Since it was found 
that those probationers who were self-efficacious with 
regard to abstinence also were more likely to be abstinent, 
this relationship between employment and self-efficacy is 
not surprising. It is easier to keep a job for those who 
are abstinent from alcohol and drugs. 
Education 
Those probationers who had a high school diploma or a 
GED had the highest proportion of drug-free tests. However, 
this relationship was not strong enough to reach 
significance, so it is not possible to know if it came about 
by chance or if the study did not have the power to detect 
the effect. Since those with some college education had a 
somewhat lower proportion of drug-free tests, the 
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relationship is not linear, if there is one. The hypothesis 
that more education would be helpful in staying abstinent 
was therefore not supported by this data. Relationships of 
education to age and employment have been discussed above. 
Time in Treatment 
The length of time that the probationers had spent in 
treatment was not predictive of abstinence. The direction 
of the data was opposite to what had been hypothesized. 
Former findings had indicated that longer time in treatment 
would predict higher levels of abstinence. If the direction 
of the data indicates a trend that the study did not have 
the power to detect, it seems to be that longer time in 
treatment only indicates less abstinence, instead of more 
likelihood of success in staying abstinent. However, the 
difference between the groups was not statistically 
significant, so it may have come about by chance. 
The relationship between time in treatment and 
employment has been discussed already. There was a 
relationship between time in treatment and social support as 
well. Perhaps those who have spent a long time in treatment 
have had some abstinent time in which they have been able to 
make friends. It is also quite likely that those who have 
some social support are more likely to stay in treatment 
than those who do not have s~ch support. A marginal 
relationship with time in treatment was found between 
involvement with the probation officer and time in 
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treatment. It seemed that the longer time the probationers 
had spent in treatment, the better their relationship with 
the probation officer was likely to be. Since the 
probationers who were on the IDAP program were supposed to 
have themselves treated, the probation officers may have had 
an easier time with those who stay in treatment for a 
substantial amount of time, and so be more cooperative with 
those probationers. The probationers may also have had a 
more positive attitude toward authority figures if they had 
managed to stay in treatment for a sufficient length of time 
to achieve some time of abstinence. 
An interesting finding was for quite a substantial 
difference in the relationship between time in treatment and 
self-efficacy, depending on whether it was self-efficacy for 
dealing with social pressure to drink or use drugs, or self-
efficacy for dealing with negative affect. The longer time 
the probationers had spent in treatment, the more self-
efficacious they were with regard to social pressure to 
drink or use drugs, but time in treatment did not seem to 
help them deal with negative affect. This is partial support 
for the notion that the probationers would find negative 
affect harder to deal with than social pressure. Therefore 
the probationers had been hypothesized to be more likely to 
be abstinent if they were more self-efficacious with regard 
to negative affect than social pressure. Even if that did 
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not hold, it seems that time in treatment helps them address 
the social pressure, but not negative affect. 
Social Support 
The hypothesis that social support would help the 
probationers in staying abstinent was supported. This is in 
accordance with former findings. However, the limited 
reliability of the scale for social support in this study 
makes it necessary to interpret any findings using it with 
caution. Another marginal relationship was found between 
social support and therapeutic involvement with the 
probation officer. Those who rated their social support 
high also were more likely to have a working alliance with 
their probation officer. This could be a characteristic of 
some of the probationers; those who could make friends who 
gave them some social support also could establish a working 
alliance with their probation officer. It could also mean 
that those who had some social support did not need as much 
help from their probation officers as the others with less 
such support. Interestingly, Bruch, Rivet, Heimberg and 
Levin (1997) found that shy people consume less alcohol and 
experience less negative consequences from alcohol 
consumption than other people. It is possible that those 
that are less shy establish more easily socially supporting 
contacts with other people, which could help them remain 
abstinent, even if they have had negative consequences from 
their drug consumption. The only relationship between social 
support and other variables was with time in treatment, 
which has been discussed already. 
Therapeutic Involvement with Probation Officer 
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No connection was found between relationship with 
officer and abstinence. It seems that although it must be 
more pleasant to be on friendly terms with the officer that 
the probationers were supposed to see weekly, it did not 
help them stay abstinent. The_only relationship found 
between this variable and other variables in the study was 
with social support, time in treatment, and age, all of 
which have been discussed above. 
Self-Efficacy for Negative Affect 
The hypothesis that self-efficacy for abstinence even 
when experiencing negative affect would be related to 
abstinence was decisively supported. It seems that this 
attitude makes quite a difference in results. As negative 
affect accounts for a substantial proportion of relapses for 
those striving to achieve abstinence, this is an important 
finding. Any tool which can aid in this task of achieving 
abstinence, which has proven so difficult for so many, is 
valuable. The results are compatible with the notion that 
self-efficacy helps for staying abstinent when dealing with 
negative affect. However, the relationship is 
correlational, and since the data do not rule out the 
interpretation that those who have been more successful in 
achieving abstinence simply say so in the interview, the 
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results have to be interpreted with caution. The effect 
earlier discussed, that time in treatment did not affect 
self-efficacy for remaining abstinent when experiencing 
negative affect can be understood in one of at least two 
ways: a) that self-efficacy for negative affect is not 
addressed sufficiently in treatments, and b) that this 
aspect can not be addressed in treatments, but is more a 
characteristic of the individual. Another finding from the 
table of intercorrelations was that employment status was 
related to self-efficacy for abstinence when dealing with 
negative affect, as was discussed above. And, as also has 
been discussed, the scales for self-efficacy were quite 
highly intercorrelated. 
Self-Efficacy for Social Pressure 
The strongest relationship with abstinence in the study 
was for self-efficacy under social pressure to drink or use 
drugs. The same caution applies here as earlier discussed, 
that this is a correlational relationship, and a causal 
connection cannot be assumed without further evidence. This 
is contrary to the hypothesis that probationers would be 
served better by prudence in socializing with their former 
drinking friends and family members. The data shows 
unambiguously that what is most important is their own 
belief that they can be abstinent even when they are under 
such pressure. This could seem to contradict the AA-model. 
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The AA-model, Marlatt's Model, and the Findings 
The first step in the AA-model tells abusers that they 
are powerless over alcohol and that they do not have control 
over their own lives. This is believed to be the 
prerequisite to success in the AA program, that the abuser 
surrenders, quits trying to self-help and self-medicate when 
feeling bad, and asks for help. The second step in the AA-
model, on the other hand, is: "We came to believe that a 
power greater than ourselves could restore us to sanity." 
The data from the present study tell us that the abusers' 
beliefs about whether they could be restored to abstinence, 
which is in AA terms analogous to sanity, were very 
important, this was the most important of all the variables 
in the study. 
This study tested and contrasted the first two steps in 
the AA-model to some degree, along with Marlatt's model of 
relapses. The first step from the AA-program was not 
confirmed. However, there are more aspects to the first 
step than could be tested by these data. We do not, for 
example, know if the successful probationers were already 
beyond the first step when interviewed, and the second step 
was now the most important one for them. Second, we do not 
know if surrendering, as the first step advocates, is 
necessarily operationalized in not associating with former 
drinking partners. This may not be possible in many cases, 
where the drinking partners are also family members or 
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neighbors. In such cases, a firm belief that one can 
withstand the social pressure to drink with them can be.the 
best asset. Surrendering, or seeking help, could possibly 
be a different construct. Therefore, even if the data did 
seem to counter the first step of the AA-model, this author 
hesitates to renounce it as an important step to recovery 
for abusers. The second step, however, was confirmed to 
some degree. Even if the second step ascribes the necessary 
belief to a power greater than oneself, it is a belief that 
one can be restored to sanity, which is, as mentioned above, 
analogous to abstinence in AA terms. Many abusers do not 
have this belief that they can abstain, and the second step 
becomes a difficult barrier. And a power greater than 
oneself is a construct that is open to a very wide range of 
interpretations. Many abusers, who find it difficult to 
believe in any deity, are able to focus their second step on 
the AA-group, or the AA-fellowship in general. They are 
advised against focusing it on any particular persons, but 
the group is fine. The data from the present study can not 
distinguish between any forms of belief systems, but a 
belief that one can remain abstinent, or be restored to 
sanity, was the most important of the tested variables in 
the study. 
On the other hand, Marlatt's model of relapses was 
confirmed to a substantial degree by the data. According to 
Marlatt, Bandura's construct of self-efficacy is a very 
80 
important predictor of success in remaining abstinent. The 
data from this study showed that it is in fact the most-
important predictor among those tested. No other assertions 
from Marlatt's model were tested in the study. 
Practical Implications 
This study indicates that any approach which would 
increase abusers' belief that they can remain abstinent 
would work in their favor. Since self-efficacy for 
remaining abstinent in the face of social pressure to use 
drugs increased with increased time in treatment, this could 
possibly indicate that the probationers were taught 
something in these treatments which helped them to some 
extent. However, self-efficacy in dealing with negative 
affect did not increase with increased time in treatment. 
If this form of self-efficacy could be addressed more in 
treatments, this study indicates that it would work in the 
abusers' favor. 
An important finding from this study was that among the 
tested variables, few other than self-efficacy successfully 
predict abstinence. The limited scale of social support 
seemed to predict some variance, and there seemed to be a 
specific high-risk age group (age 25-34), and another low-
risk age group (age 35-44). 
Employment had some relationship with self-efficacy, but 
it did not seem to affect abstinence. However, self-
efficacy was related to abstinence. This could indicate 
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that it was the abstinence or the self-efficacy that 
affected employment, not the other way around. Therefore, 
one cannot assume that placing people into jobs will make 
them remain abstinent. They are, on the other hand, more 
likely to feel self-efficacious if they can keep those jobs. 
And abstinence is likely to help them do that. 
Education and relationship with the probation officer 
was not associated with abstinence, and if length of time in 
treatment was associated, it was not accessible due to the 
limited power of this study. There could be confounding 
factors in that correlation, however, since those having the 
most problems might also be likely to stay longer in 
treatment. 
The sample in this study had quite distinctive 
characteristics, being offenders on probation in the state 
of Illinois, diagnosed as having drug problems. Therefore, 
the results from the study may not be generalizable to other 
populations without qualifications. 
Recommendations for Further Studies 
The most important recommendation would be to have as 
much power as possible to isolate the small effects. 
Second, it is not wise to use only two questions for a 
scale, as had to be done here to measure social support. 
Third, since there is a practical need to get as much 
knowledge as possible about which variables make a 
difference in treatments for drug abusers, more studies with 
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measurable outcomes of abstinence are needed, linking those 
outcomes with variables in the treatment- settings or in-the 
abusers' background. 
REFERENCES 
Alcoholics Anonymous (1976). New York: Alcoholics 
Anonymous World Services, Inc. 
Anglin, M. D., Brecht, M. L., Woodward, A., & Bonett, D. 
G. (1986). An empirical study of maturing out: Conditional 
factors. International Journal of the Addictions, n_, 233-
246. 
Anglin, M. D., & Hser, Y. (1990). Treatment of drug 
abuse. In M. Tonry & J. Q. Wilson (Eds.), Drugs and crime. 
Chicago: The University of Chicago Press. 
Annis, H. M. (1990). Relapse to substance abuse: 
Empirical findings within a cognitive-social learning 
approach. Journal of Psychoactive Drugs, 22, 117-124. 
Bachelor, A. (1991). Comparison and relationship to 
outcome of diverse dimensions of the helping alliance as 
seen by client and therapist. Psychotherapy, 28, 534-549. 
Bandura, A. (1977). Social learning theory. Englewood 
Cliffs, NJ: Prentice Hall. 
Bandura, A. (1982). Self-efficacy mechanism in human 
agency. American Psychologist, 37, 122-147. 
Bandura, A. (1986a). The explanatory and predictive 
scope of self-efficacy theory. Journal of Social and 
Clinical Psychology, i, 359-373. 
83 
84 
Bandura, A. (1986b). Social foundations of thought and 
action: A social cognitive theory. Englewood Cliffs, NJ: 
Prentice Hall. 
Bandura, A. (1989). Regulation of cognitive processes 
through perceived self-efficacy. Developmental Psychology, 
25, 729-735. 
Bandura, A. (1991). Social cognitive theory of self-
regulation. Organizational Behavior and Human Decision 
Processes, 50, 248-287. 
Berkman, L. F., & Syme, S. L. (1979). Social networks, 
host resistance, and mortality: A nine-year follow-up study 
of Alameda County residents. American Journal of 
Epidemiology, 109, 186-204. 
Booth, B. M., Russell, D. W., Soucek, S., & Laughlin, P. 
R. (1992). Social support and outcome of alcoholism 
treatment: An exploratory analysis. American Journal of 
Drug and Alcohol Abuse,~, 87-101. 
Brandchaft, B., & Stolotow, R. D. (1990). Varieties of 
therapeutic alliance. Annual of Psychoanalysis,~, 99-114. 
Bruch, M.A., Rivet, K. M., Heimberg, R. G., & Levin, M. 
A. (1997). Shyness, alcohol expectancies, and drinking 
behavior: Replication and extension of a suppressor effect. 
Personality and Individual Differences, 22, 193-200. 
Carroll, K. M., Rounsaville, B. J., & Keller, D. s. 
(1991). Relapse prevention strategies for the treatment of 
85 
cocaine abuse. American Journal of Drug and Alcohol Abuse, 
17. 
Chaiken, J.M., & Chaiken, M. R. (1990). Drugs and 
predatory crime. In M. Tonry & J. Q. Wilson (Eds.), Drugs 
and crime. Chicago: The University of Chicago Press. 
Clear, T., & Hardyman, P. L. (1990). The new intensive 
supervision movement. Crime & Delinquency 36, 42-60. 
Cohen, J., & Cohen, P. (1983). Applied multiple 
regression/Correlation analysis for the behavioral sciences, 
second edition. Hillsdale, NJ: Lawrence Erlbaum 
Associates. 
Cohen, S., & McKay, G. (1984). Social support, stress 
and the buffering hypothesis: A theoretical analysis. In 
A. Baum, J.E. Singer, & S. E. Taylor (Eds.), Handbook of 
psychology and health (Vol. 4, pp. 253-263). Hillsdale, NJ: 
Lawrence Erlbaum Associates. 
Cohen, S., & Wills, T. A. (1985). 
support, and the buffering hypothesis. 
Bulletin, 98, 310-357. 
Stress, social 
Psychological 
Constable, J. F., & Russell, D. W. (1986). The effect 
of social support and the work environment upon burnout 
among nurses. Journal of Human Stress, g, 20-26. 
Davidsdottir, S. (1997). Efstasund 86, how efficient? A 
process and outcome evaluation of treatment in a center for 
juvenile delinquents. Report presented to 
Barnaverndarstofa, Institute for Childrens' Welfare, 
Reykjavik, Iceland. 
Dembo, R., Williams, L., & Schmeidler, J. (1993). 
Addressing the problems of substance abuse in juvenile 
corrections. In J. A. Inciardi (Ed.), Drug treatment and 
criminal justice. Newbury Park, CA: Sage. 
Deschenes, E. P., & Greenwood, P. W. (1994). Treating 
the juvenile drug offender. In D. L. MacKenzie & C. D. 
Uchida (Eds.), Drugs and crime. Thousand Oaks, CA: Sage. 
DiClemente, C. C. (1986). Self-efficacy and the 
addictive behaviors. Journal of Social and Clinical 
Psychology, i, 302-315. 
DiClemente, C. C., Carbonari, J.P., Montgomery, R. P. 
86 
G., & Hughes, S. O. (1994). The Alcohol Abstinence Self-
Efficacy Scale. Journal of Studies on Alcohol, 55, 141-148. 
Epstein, H. J. (1993). Providing outpatient services to 
criminal procedure law patients: The clinician's 
perspective. Psychiatric Quarterly, 64, 295-302. 
Freud, S. (1918) Lines of advance in psychoanalytic 
therapy. In The complete psychological works of Sigmund 
Freud. Translated by J. Strachey. London: Hogarth and the 
Institute of Psychoanalysis, 1955. 
Gecas, V. (1989). The social psychology of self-
efficacy. Annual Reviews in Sociology, 15, 291-316. 
Gerstley, L., McLellan, T., Alterman, A. I., Woody, G. 
E., Luborsky, L., & Prout, M. (1989). Ability to form an 
87 
alliance with the therapist: A possible marker of prognosis 
for patients with antisocial personality disorder. American 
Journal of Psychiatry, 146, 508-512. 
Glasser, W. (1975). Reality therapy. New York: Harper 
& Row. 
Goldstein, P. J., Brownstein, H. H., & Ryan, P. J. 
(1992). Drug-related homicide in New York: 1984 and 1988. 
Crime & Delinquency, 38, 459-476. 
Gorski, T. T. (1989). Passages through recovery: An 
action plan for preventing relapse. Center City, MN: 
Hazelden. 
Gorski, T. T., & Miller, M. (1986). Staying sober: A 
guide for relapse prevention. Independence, MS: Herald 
House/Independent Press. 
Greenwood, P. W. (1992). Substance abuse problems among 
high-risk youth and potential interventions. Crime & 
Delinquency, 38, 444-458. 
Guinan, J. F. (1990). Extending the system for the 
treatment of chemical dependencies. Journal of Strategic 
and Systemic Therapies,~, 11-20. 
Harrison, L. & Gfroerer, J. (1992). The intersection of 
drug use and criminal behavior: Results from the National 
Household Survey on Drug Abuse. Crime & Delinquency, 38, 
422-443. 
Hatcher, R. L., & Barends, A. W. (1996). Patients' view 
of the alliance in psychotherapy: Exploratory factor 
88 
analysis of three alliance measures. Journal of Consulting 
and Clinical Psychology,_§_!, 1326-1336. 
Havassy, B. E., Hall, S. M., & Wasserman, D. A. (1991). 
Social support and relapse: Commonalities among alcoholics, 
opiate users, and cigarette smokers. Addictive Behaviors, 
l.§_, 235-246. 
Rawdon, J.E. (1996). Deviant lifestyles: The social 
control of daily routines. Youth & Society, 28, 162-188. 
Hawkins, J. D., Catalano, R. F., & Wells, E. A. (1986). 
Measuring effects of a skills training intervention for drug 
abusers. Journal of Consulting and Clinical Psychology, 54, 
661-664. 
Heller, M. C., & Krauss, H. H. (1991). Perceived self-
efficacy as a predictor of aftercare treatment entry by the 
detoxification patient. Psychological Reports, 68, 1047-
1052. 
Hobbs, D. (1997). Professional crime: Change, 
continuity and the enduring myth of the underworld. 
Sociology, 31, 57-72. 
House, J. s., Robbins, C., & Metzner, H. L. (1982). The 
association of social relationships and activities with 
mortality: Prospective evidence from the Tecumseh Community 
Health Study. American Journal of Epidemiology, 116, 123-
140. 
Hser, Y., Longshore, D., & Anglin, M. D. (1994). 
L. MacKenzie & C. D. Uchida (Eds.), Drugs and crime. 
Thousand Oaks, CA: Sage. 
Hunt, D. E. (1990). Drugs and consensual crimes: 
dealing and prostitution. In M. Tonry & J. Q. Wilson 
(Eds.), Drugs and crime. Chicago: The University of 
Chicago Press. 
89 
In D. 
Drug 
Inciardi, J. A., McBride, D. C., & Weinman, B. A. 
(1993). The assessment and referral of criminal justice 
clients: Examining the Focused Offender Disposition 
Program. In J. A. Inciardi (Ed.), Drug treatment and 
criminal justice. Newbury Park, CA: Sage. 
Jacobson, A., & McKinney, W. T. (1982). Affective 
disorders. In J. H. Griest, J. W. Jefferson, & R. L. 
Spitzer (Eds.), Treatment of mental disorders. New York: 
Oxford University Press. 
Jacoby, J.E., & Gramckow, H. P. (1994). Prosecuting 
drug offenders. In D. L. MacKenzie & C. D. Uchida (Eds.), 
Drugs and crime. Thousand Oaks, CA: Sage. 
Johnson, B. D., Williams, T., Dei, J. A., & Sanabria, H. 
(1990). Drug abuse in the inner city: Impact on hard-drug 
users and the community. In M. Tonry & J. Q. Wilson 
(Eds.), Drugs and crime. Chicago: The University of 
Chicago Press. 
Kleiman, M.A. R., & Smith, K. D. (1990). State and 
local drug enforcement: In search of a strategy. In M. 
Tonry & J. Q. Wilson (Eds.), Drugs and crime. 
The University of Chicago Press. 
Chicago: 
90 
LaRocco, J.M., House, J. S., & French, J. R. P. (1980). 
Social support, occupational stress and health. Journal of 
Health and Social Behavior,~, 202-218. 
Lipsey, M. W. (1990). Design sensitivity. Newbury 
Park, CA: Sage. 
Luborsky, L., & Auerbach, A.H. (1985). The therapeutic 
relationship in psychodynamic psychotherapy: The research 
evidence and its meaning for practice. In R. E. Hales, & A. 
J. Frances (Eds.), Psychiatry Update: American Psychiatric 
Association Annual Review, vol. 4. Washington, DC: 
American Psychiatric Press. 
Ludwig, A. M., Wikler, A., & Stark, L. H. (1974). The 
first drink. Archives of General Psychiatry, 30, 539-547. 
Lurigio, A. (1994). Proposal to evaluate Illinois' 
Intensive Probation Supervision and Intensive Drug Abuser 
Probation programs. Submitted to the Illinois Criminal 
Justice Information Authority as a grant proposal. 
MacCoun, R., & Reuter, P. (1992). Are the wages of sin 
$30 an hour? Economic aspects of street-level drug dealing. 
Crime & Delinquency, 38, 477-491. 
Marlatt, A., & George, W. H. (1984). Relapse 
prevention: Introduction and overview of the model. 
British Journal of Addiction, 79, 261-273. 
Marlatt, A., & Gordon, J. (Eds.). (1985). Relapse 
prevention: Maintenance strategies in the treatment of 
addictive behaviors. New York: Guilford Press. 
Marmar, C.R., Weiss, D. S., & Gaston, L. (1989). 
91 
Toward the validation of the California Therapeutic Alliance 
Rating System. Psychological Assessment: A Journal of 
Consulting and Clinical Psychology, l, 46-52. 
Martin, S. S., & Inciardi, J. A. (1993). Case 
management approaches for criminal justice clients. In J. 
A. Inciardi (Ed.), Drug treatment and criminal justice. 
Newbury Park, CA: Sage. 
Marziali, E. (1984). Three viewpoints on the 
therapeutic alliance: Similarities, differences, and 
associations with psychotherapy outcome. The Journal of 
Nervous and Mental Disease, 172, 417-423. 
McAuliffe, W. F. (1990). A randomized controlled trial 
of recovery training and self-help for opioid addicts in New 
England and Hong Kong. Journal of Psychoactive Drugs, 22, 
197-210. 
McKay, J. R., & Maisto, S. A. (1993). An overview and 
critique of advances in the treatment of alcohol use 
disorders. Drugs & Society,~' 1-29. 
Meissner, W.W. (1992). The concept of the therapeutic 
alliance. Journal of the American Psychoanalytic 
Association, 40, 1059-1087. 
92 
NASADAD (1990, March). Treatment works: The tragic 
cost of undervaluing treatment in the "Drug War." National 
Association of State Alcohol and Drug Abuse Directors. 
Pan, H., Scarpitti, F. R., Inciardi, J. A., & Lockwood, 
D. (1993}. Some considerations on therapeutic communities 
in corrections. In J. A. Inciardi (Ed.), Drug treatment 
and criminal justice. Newbury Park, CA: Sage. 
Pape, H., & Hammer, T. (1996}. Sober adolescence -
Predictor of psychosocial maladjustment in young adulthood} 
Scandinavian Journal of Psychology, 37, 362-377. 
Peters, R. G. (1993}. Drug treatment in jails and 
detention settings. In J. A. Inciardi (Ed.}, Drug treatment 
and criminal justice. Newbury Park, CA: Sage. 
Rawn, M. L. (1991}. The working alliance: Current 
concepts and controversies. Psychoanalytic Review, 78, 379-
389. 
Rawson, R. A., Obert, J. L., Mccann, M. J., & Marinelli-
Casey, P. (1993}. Relapse prevention models for substance 
abuse treatment. Psychotherapy, 30, 284-298. 
Roffman, R. A., Stephens, R. S., Simpson, E. E., & 
Witaker, D. L. (1990}. Treatment of marijuana dependencies: 
Preliminary results. Journal of Psychoactive Drugs, 22, 
129-137. 
Sadowski, C. J., Long, C. K., & Jenkins, L. R. (1993}. 
Does substance abuse treatment have self-schematic effects? 
The Journal of Psychology, 127, 323-327. 
93 
Sarafino, E. P. (1990). Health psychology: 
Biopsychosocial interactions. New York: John Wiley &-Sons. 
Saunders, S. M., & Howard, K. I. (1989). The 
therapeutic bond scales: Psychometric characteristics and 
relationship to treatment effectiveness. Psychological 
Assessment: A Journal of Consulting and Clinical 
Psychology, l, 323-330. 
Schottenfeld, R. S. (1989). Involuntary treatment of 
substance abuse disorders - impediments to success. 
Psychiatry, 52, 164-176. 
Simpson, D. D. (1979). The relation of time spent in 
drug abuse treatment to posttreatment outcome. American 
Journal of Psychiatry, 136, 1449-1453. 
Simpson, D. D. (1981). Treatment for drug abuse: 
Follow-up outcomes and length of time spent. Archives of 
General Psychiatry, 38, 875-880. 
Strupp, H. H. (1980). Success and failure in time-
limited psychotherapy: Further evidence (comparison 4). 
Archives of General Psychiatry, 37, 947-954. 
Sviridoff, M., & Hillsman, S. T. (1994). Assessing the 
community effects of tactical narcotics teams. In D. L. 
MacKenzie & C. D. Uchida (Eds.), Drugs and crime. Thousand 
Oaks, CA: Sage. 
Turner, S., Petersilia, J., & Deschenes, E. P. (1992). 
Evaluating Intensive Supervision Probation/Parole (ISP) for 
drug offenders. Crime & Delinquency,~, 539-556. 
Turner, S., Petersilia, J., & Deschenes, E. P. (1994). 
The implementation and effectiveness of drug testing in 
community supervision: Results of an experimental 
evaluation. In D. L. MacKenzie & C. D. Uchida (Eds.), 
Drugs and crime. Thousand Oaks, CA: Sage. 
94 
Uchida, C. D., & Forst, B. (1994). Controlling street-
level drug trafficking: Professional and community policing 
approaches. In D. L. MacKenzie & C. D. Uchida (Eds.), 
Drugs and crime. Thousand Oaks, CA: Sage. 
Wallace, B. C. (1990). Treating crack cocaine 
dependence: The critical role of relapse prevention. 
Journal of Psychoactive Drugs, 22, 149-158. 
Wallston, B. S., Alagna, S. W., DeVellis, B. M., & 
DeVellis, R. F. (1983). Social support and physical health. 
Health Psychology,~' 367-391. 
Washton, A. M., & Stone-Washton, N. (1990). Abstinence 
and relapse in outpatient cocaine addicts. Journal of 
Psychoactive Drugs, 22, 135-148. 
Weinman, B. A., & Lockwood, D. (1993). Inmate drug 
treatment programming in the Federal Bureau of Prisons. In 
J. A. Inciardi (Ed.), Drug treatment and criminal justice. 
Newbury Park, CA: Sage. 
Wellisch, J., Anglin, D., & Prendergast, M. L. (1993). 
Treatment strategies for drug-abusing women offenders. In 
J. A. Inciardi (Ed.), Drug treatment and criminal justice. 
Newbury Park, CA: Sage. 
Wexler, H.K., & Lipton, D.S. (1993). From REFORM to 
RECOVERY. In J. A. Inciardi (Ed.), Drug treatment and· 
criminal justice. Newbury Park, CA: Sage. 
Wilson, J. Q. (1990). Drugs and crime. In M. Tonry & 
J. Q. Wilson (Eds.), Drugs and crime. Chicago: The 
University of Chicago Press. 
95 
Worden, R. E., Bynum, T. S., & Frank, J. (1994). Police 
crackdowns on drug abuse and trafficking. In D. L. 
MacKenzie & C. D. Uchida (Eds.), Drugs and crime. Thousand 
Oaks, CA: Sage. 
Wortman, C. B., & Dunkel-Schetter, C. (1987). 
Conceptual and methodological issues in the study of social 
support. In A. Baum, J.E. Singer, & S. E. Taylor (Eds.), 
Handbook of psychology and health (Vol. 45 pp. 63-108). 
Hillsdale, NJ: Lawrence Erlbaum Associates. 
VITA 
The author, Sigurlina Davidsdottir, was born in 
Iceland. 
In September, 1988, Ms. Davidsdottir entered the 
University of Iceland, receiving the degree of Bachelor of 
Arts in psychology in June 1991. While attending the 
University of Iceland, she was elected a student 
representative at faculty meetings and in a curriculum 
planning committee. 
In June, 1991, Ms. Davidsdottir was awarded a Fulbright 
grant for studies in psychology in the United States of 
America. In August, 1991, she entered Loyola University 
Chicago and was awarded a tuition grant for the first year 
of studies. Two years later, 1993, she received the degree 
of Master of Arts. 
Ms. Davidsdottir has taught courses in psychology both 
at Loyola University Chicago and the University of Iceland 
in Reykjavik. She is a lecturer at the University of 
Iceland. 
96 
DISSERTATION APPROVAL SHEET 
The dissertation submitted by Sigurlina Davidsdottir has· 
been read and approved by the following committee: 
Emil Posavac, Ph.D., Director 
Professor of Psychology 
Loyola University Chicago 
Jeanne Zechmeister, Ph.D. 
Associate Professor of Psychology 
Loyola University Chicago 
Arthur Lurigio, Ph.D. 
Professor and Chairperson of Criminal Justice 
Loyola University Chicago 
Linda Heath, Ph.D. 
Professor of Psychology 
Loyola University Chicago 
The final copies have been examined by the director of the 
dissertation and the signature which appears below verifies 
the fact that any necessary changes have been incorporated 
and that the dissertation is now given final approval by 
the committee with reference to content and form. 
The dissertation is therefore accepted in partial 
fulfillment of the requirements for the degree of Doctor of 
Philosophy. 
c._: ___ ~;-~ ) ' ,/{. ··--, /'2 
1/>tyt(,L ''>/ I.} fJ,! ~ ('____ - -
J 
Date / Director's Signature 
